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* [The second part is in preparation and will contain chapters on — 
Ulceration — Stricture — Syphilis — Tuberculosis — New Growths 
(Benign and Malignant) — Prolapse and Procidentia of the 
Rectum.] 
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PREFACE. 



This work on the diseases of the anus and rectum is the 
outcome of our personal experience of the subject extending over 
periods of thirty years and six years respectively. 

The conclusions drawn are the results of the observation of 
many cases of which we have kept records. We have 
endeavoured to convey to the reader the clinical features of the 
various forms of disease described, and also to set forth those 
methods of treatment which we have found to be most successful. 

This volume contains 91 illustrations, of which 15 are not 
original. These latter have been made use of for illustrating the 
chapter on Anatomy. For permission to reproduce the illustra- 
tions from the works of other authors, our best thanks are due to 
Messrs. Young J. Pentland, of Edinburgh, for figures i and 6 
from Cunningham's Manual of Anatomy ; to Charles Griffin & Co^ 
for figure 3 from Macalister*s text-book of Human Anatomy ; and 
to Messrs. Longmans, Green, & Co. for figures 4, 5, 7, 9, 10, 13 
and 18 from Quain's Anatomy. 

We have taken figures 8, 11, 14, 15 and 17 from MM. Quenu 
and Hartmann*s most excellent and elaborate work entitled 
** Chirurgie du Rectum,** published by G. Steinheil of Paris. 

The remaining 76 illustrations are original and, with the 
exception of the diagrammatic figures 21, 23, 25 — 28, 30, 32 — 39, 
and figures 12 and 16, have been made from photographs of cases 
under our care. 



40626 



For some of these photographs we are much indebted to 
Messrs. P. G. Harvey and L. Galsworthy of St. Bartholomew's 
Hospital, who took the greatest interest in making them as 
perfect as possible. 

To Dr. Hugh Walsham, for his observations upon the relation 
of ano-rectal abscess and fistula to phthisis (see page 131), and 
also for making the skiagrams reproduced in figures 64 and 66, 
our very best thanks are given. 

Finally we thank Mr. W. R. Hall, Registrar of the Medical 
Society of London, for his kindness in reading the proof sheets 
with so much care, and for preparing the index. 

D. H. GOODSALL. 
W. ERNEST MILES. 
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DISEASES OF THE ANUS 
AND RECTUM. 



CHAPTEE I. 
ANATOMY. 

As a preliminary to the study of the diseases of the rectum 
and anus, it is essential that we should possess an accurate 
knowledge of the anatomy of the perineum, first, because 
diseased conditions can only be accurately determined by 
comparison with the normal ; and, secondly, because intimacy 
with the relative position and importance of the several 
structures met with in the region enables us to carry out 
operative procedures with such precision as will ensure that 
our interference is extensive enough for the complete cure of 
the disease, and just so limited that no more damage than is 
absolutely necessary for the purpose is inflicted upon the 
structure concerned. To this end, we propose to review the 
anatomy of that part of the perineum which contains the 
anal aperture, and to draw attention to the structure and 
pelvic relations of the rectum. 

The Perineal Space. 

The perineal space, as is well known, corresponds to 
the pelvic outlet of the skeleton, and when the pelvis 
is examined with its ligaments ''in situ'' it is found to 

B 
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have the following boundaries (see fig. 1). In front is 
the symphysis pubis and the sub-pubic ligament ; behind 
Hea the tip of the coeeyx ; while from before backwards, 
the rami of the pubis and ischium, the ischial tuberosity and 
the great sacro-sciatic ligament, form the lateral boundary on 
either side. The above space, which is somewhat diamond- 



FiG. 1. — Otttlbt of Pblvis. (Cunningham.) 

shaped, is subdivided by an imaginary Une drawn from 
the anterior margin of one ischial tuberosity to the other, 
into an anterior or uro-genital triangle and a posterior or 
rectal triangle. The latter, since it contains the anus, is 
the one with which we have to deal, and accordingly we shall 
call attention to the anatomy of the several structures con- 
tained therein. 

The Bectal Triangle. 
Midway between the tuberosities of the ischia and slightly 
behind a Une drawn between their most prominent points, 
the anus is situated. This aperture is firmly closed by 
the sphincter muscles, the skin at the anal margin being 
thrown into small radiating folds or rugee. Passing back- 
wards from the posterior margin of the anus to the tip 
of the coeeyx there is a well marked furrow correspond- 
ing to a firm band of tissue, known as the ano-coecygeal 



: {see figure 2), Anterior to the anus and midway 
between its anterior margin and the bulb of the urethra in 
the male or the fourchette in the female, la the central point 
of the perineum, consisting of an indefinite mass of fibrous 
and muscnlar tissue. On either side, between the anna and 
the tuber ischii is the ischio-rectal fossa. 



— Thb Pbei-ajjal bbqiok. 



The Skin. 



In this region the akin is thick and closely bound down 
to the underlying fascia, this being especially well marked 
over the tubera ischii. The epidermis is deeply pigmented. 
There are few papillae in the corium, but close to the 
margin of the anus they become more numerous and 
are arranged in clusters. In the skin over the external 
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sphincter muscle, scattered bundles of unstriped muscular 
tissue are found radially disposed, constituting the corru- 
gator cutis ani muscle. Sweat and sebaceous glands are few 
and small, except in the vicinity of the anus, where they are 
numerous and large. 

Surgical Importance. — In some individuals the skin is 
tightly stretched over this region, while in others it is much 
more loosely attached so that it can be readily lifted up 
between the finger and thumb. This circumstance is of 
importance in operations about the region, and serves as an 
indication as to the quantity of skin in the neighbourhood of 
the anus that may be removed without incurring the risk of 
ultimate contraction. It is well to bear this fact in mind, 
especially when removing redundant folds of skin round the 
anus, such as are met with in cases of piles. It should be 
noted too, that the more soft and elastic the skin is, the greater 
is the risk of removing too much, because of the readiness 
with which the skin can be lifted off the subcutaneous tissue. 

The Superficial Fascia. 

In the vicinity of the anus, the superficial fascia con- 
sists of an areolar meshwork containing lobules of fat in 
considerable quantity. The fat thus contained is directly 
continuous with that occupying the ischio-rectal fossa, there 
being no definite stratum of deep fascia separating the 
buperficial from the deeper fatty tissue as in other regions 
of the body. Over the tubera ischii, the superficial fascia 
becomes more dense in texture, strong fibrous septa in- 
tervening between the lobules of fat and binding the skin 
down to the subjacent bone. Between the fascia and the 
bone, in this locality, a well developed bursa exists. Anteriorly 
to the anus, the adipose tissue becomes more scanty and 
disappears entirely in the scrotum. 

Surgical Importance. — Abscesses in this tissue often bur- 
row extensively, and, by reason of the fibrous septa existing 
between the lobules of fat, the burrowing is tortuous. It is 



important to remember this fact when operating upon a 
fistula in this situation, careful probing being necessary to 
discover the lateral offshoots from the main track. 



Fio. 3. — MiTSCLsg OF TBB Pkbinbum, Suqbahatically Befbebbntbd. 

'b bnlbo-ckvernoBUB ; Ta' tranHvernus parlnel ; J iaubio-cavert 
F anterior layer of the triauculaj- ligament : O obturator iatc 
8 Bpliinclet an[ ; L levator ani ; P pyriIonD[s. |A. Macalibtef 

The Sphincter Ani Extei'nus. 
This is a true sphincter muscle and embraces the terminal 
portion of the rectum. It arises from the doraal aspect 
of the tip ot the coccyx and also from the ano-coccygeal 
ligament ; and, after dividing to surround the anus, is in- 
serted, into the central point of the perineum. Careful 
dissection will show that on each side the muscle consists 
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of two distinct strata, one superficial and the other deep 
(see fig. 3). The former is subcutaneous and its fibres arise 
from, and are inserted, for the most part, into the skin. The 
deeper portion is closely applied to the outer coat of the 
terminal portion of the rectum, immediately external to it, 
being covered by the tendinous insertion of longitudinal 
muscular fibres of the bowel, as they pass downwards between 
the superficial and deep parts of the muscle to gain attach- 
ment to the skin of the anus. Thus, the superficial portion 
lies immediately beneath the skin of the anus, internal to 
the termination of the longitudinal coat of the rectum ; 
whereas the deep part is placed outside the longitudinal 
fibres. The nerve supply of this muscle is derived from two 
sources, viz., the inferior haemorrhoidal brxinch of the pudic, 
and the perineal branch of the fourth sacral nerve ; the 
former being distributed to the superficial part, while the 
latter supplies the deeper portion. 

Surgical Importance, — Upon the external sphincter muscle 
depends the voluntary closure of the anal orifice, and, there- 
fore, this muscle is of the utmost importance to the individual. 
In health, it relaxes readily during the passage of faeces and 
contracts as soon as the contents of the rectum have been 
voided. When hypertrophied and indurated, as a result of 
long standing constipation or fissure (which may have healed), 
the muscle is more or less physically, as well as tonically, 
cqntracted and is incapable of complete healthy relaxation, so 
that it offers resistance to the expulsion of solid faeces. For this 
reason, it frequently has to be divided, in order that the over- 
action of the muscle may be temporarily suspended, and the bx- 
di;ration of its fibres given time to be absorbed. Complejie 
division of the external sphincter, at one or even two places, does 
not permanently diminish its power of control, at any rate unless 
the main trunk of its nerve is divided ; an accident that can 
hardly occur provided that the division is done with care, 
since the nerve is situated very deeply, running along the 



inferior Burface of the levator ani to its destination. When 
dividing the external sphincter for fissure, the incision should 
include the whole thickness of the muscle, the section being 
carefully carried out, bundle by bundle, until the lower margin 
of the internal sphincter has been reached, but on no account 
should that muscle be in any way damaged. Should a less 
complete division of the external sphincter be made, the heal- 
ing will be more tedious, extending over months instead of 
weeks, and occasionally the fissure will not be cured. 

In those cases in which a fistula results from a fissure, 
the fistulous track is sometimes seen to pass only beneath 
the superficial portion of the external sphincter, the longi- 
tudinal fibres of the muscular coat of the rectum preventing it 
from burrowing beneath the deeper portion. Fistulee which 
originate from abscesses in the ischjo-rectal fossa enter the 
bowel beneath the deep portion of the external sphincter, 
between it and the internal sphincter ; so that in such a case 
it would be necessary to divide both parts of the external 
sphincter in laying open the sinus of the fistula. 



FlO. 4. — UUBCLBS OF IHB PBBINBCU IIT THB FBUALB. (Allen ThomBOn.) 
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In women, since the fibres of the external sphincter are 
continued into those of the sphincter vaginae (see fig. 4), any 
division of them at the point of interlacement tends to weaken 
the support of the pelvic floor. Consequently, when opening 
a labial abscess which passes from one side to the other 
between the anus and the fourchette, or when operating 
upon an anterior horse-shoe fistula, the track running in front 
of the anus should not be laid open unless it is quite clear 
that it passes superficial to the muscular fibres. 

The Ischio-rectal Fossa. 

The ischio-rectal fossa is the space between the ischial 
tuberosity and the rectum, and contains a large quantity 
of fat which forms a compressible pad to allow of the 
rectum being distended prior to and during the process of 
defsecation. The space has the shape of a pyramid, the 
apex being directed upwards towards the pelvic cavity and 
situated at the junction of the obturator and anal fasciae. 
Its base corresponds to the surface covered by skin. It is 
usual to describe an internal, an external, and a posterior 
wall to this space, but a glance at the accompanying illus- 
tration (see fig. 5) will show that such a description is 
inaccurate and that we should rather speak of an antero- 
external, a postero-external, and an internal wall or boundary. 

Thus the antero-external wall is formed from without 
inwards by the body of the ischium, the obturator internus 
muscle and the obturator fascia below its junction with the anal 
fascia. The postero-external wall consists of the gluteus maxi- 
mus muscle, the great sacro-sciatic ligament, and the portion 
of pelvic fascia covering that ligament. The internal wall is 
made up of the rectum itself, the levator ani muscle, and the anal 
fascia. Prom the above description it will be seen that the true 
boundaries of the fossa are fascial, namely, the obturator and 
anal fasciae and part of the pelvic fascia proper, the apex of the 
space being formed by the meeting of the anal and obturator 



fascite at the point where the levator ani takes its origin from 
the pelvic wall. 



Fio. 5.— ScFBBFici&L Muscles of thx PbbinbDic in the Male. 

(Allen Thomson, after Bourgery.) 
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expose a part of the ooccyeeus muscle. (Quain.) 

In addition to the fatty tissue contained in the ischio-rectal 
fossa, there are numerous vessels and nerves. The arteries 
are the inferior htemorrhoidal branches of the internal pudic, 
which, after piercing the inner wall of Alcoek's canal, run 
forwards and inwards through the ischio-rectal fat and supply 
the terminal portion of the rectum, the superficial and deep 
portions of the external sphincter, and the circum-anal skin. 
One or more of these branches pass through the plane of 
separation between the two portions of the external sphincter. 
Those branches that are distributed to the rectal wall form 
loops of communication with the offsets from the middle 
hfemorrhoidal branch of the internal iliac and the superior 
htemorrhoidal branch of the interior mesenteric. The inferior 
hsemorrhoidal veins follow the same course as the arteries of 
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the same name, and after collecting blood from the peri-anal 
skin, external sphincter, and the terminal portion of the rec- 
tum where they communicate with the superior hsemorrhoidal 
plexus, cross the ischio-rectal fossa in company with the 
arteries, and piercing the inner wall of Alcock's canal, empty 
themselves into the internal pudic vein. 

The inferior haemorrhoidal nerve also accompanies the 
vessels and arises, either as a separate branch from the 
sacral plexus, or from the pudic nerve. Leaving Alcock's 
canal, it breaks up into muscular and cutaneous branches, 
the former being distributed to the superficial portion of the 
external sphincter muscle, the latter terminating in the 
integument and skin of the anus as far as the muco- 
cutaneous junction. This nerve also communicates with the 
long pudendal branch of the small sciatic nerve and with 
the superficial perineal branches of the pudic, which are found 
in the anterior part of the fossa close to the base of the 
triangular ligament. 

The perineal division of the fourth sacral nerve, after 
piercing the levator ani or issuing between it and the 
coccygeus, supplies that structure and running along its 
perineal surface from behind forwards enters the deep portion 
of the external sphincter behind the transverse anal line.^ 
This nerve also supplies the integument between the anus 
and coccyx. 

Surgical Importance, — The frequency with which abscess 
is met with in the ischio-rectal fossa renders its anatomy 
particularly interesting. A reference to fig. 6 shows that, 
above and internally, the anal fascia and the levator ani 
muscle alone intervene between this fossa and the superior 
pelvi-rectal space, from which it may be readily understood 
how a purulent collection in the latter situation can make its 
way into the ischio-rectal fossa, between the fasciculi of the 
levator ani muscle and thence breaking through the delicate 

*See page 51. 
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anal fascia, appear as an iachio-reetal abscess. This circum- 
stance explains the comparative frequency with which septic 
cellulitis, in the neighbourhood of the broad ligament and 
uterus, is apt to terminate in an ischio-rectal abscess. 

When the eontines of the ischio rectal fossa are examined 
posteriorly, it will be observed that the fosaa on one side is^ 
separated from that of the opposite side merely by the attach- 
ment of the posterior fibres of the levator ani muscle to the- 



the ansl faacla 



Olieerve also 



ano-coccygeal ligament, so that it is possible for an abscess in 
one ischio-rectal fossa to make its way to the opposite side by 
insinuating itself between the levator ani and the ano-coccygeal 
ligament. This is precisely what happens in the variety of 
fistula known as the " posterior horse-shoe," the connecting 
track, between the abscess cavity on either side, passing deep 
to the ano-coccygeal ligament behind the rectum. Unless this 
tact be kept in mind when operating on a posterior horse-shoe 
fistula, the connecting track between the two abscess cavities, 
is apt to be overlooked and the fistula in consequence may 
probably remain nncured despite repeated operations. 
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ITte Levator Ani Muscle. 
The levator ani muscle constitutes the greater part of the 
BO called pelvic diaphragm. Its superior surface is covered 
by the recto-vesical layer of the pelvic fascia, while its 



Fig. 7.— Lbvitob Ani akd Coccyobub Mcsclbs of toe Biqht Sidb, 

FBOM WlTHiB. (Drawn by T, W, P. Lawrence.) 

i.Bp., IscDlal spine, gt.B-s.l., great Bacr04ciatic llgaiiienl. {Qiiain.) 

inferior or perineal aspect is lined by the delicate anal fascia, 
■which, as we have already seen, forms the inner boundary of 
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the ischio-rectal fossa. The levator ani has an extensive 
origin from the anterior and lateral aspects of the pelvic 
wall, from which its fibres pass obliquely downwards, back- 
wards and inwards towards the middle line (see fig. 7). 
Superiorly, it is attached (a) to the pelvic aspect of the body of 
the OS pubis in the angle formed between the obturator and 
recto- vesical fasciae ; (b) to the pelvic fascia along the so called 
white line and (c) to the spine of the ischium. From the 
above extensive origin, its fibres are inserted in the following 
manner. Those arising from the os pubis and the anterior 
part of the white line, pass almost straight backwards to 
the central point of the perineum ; those taking origin from 
the remainder of the white line are directed downwards, back- 
wards, and inwards to the terminal portion of the rectum 
and to the ano-coccygeal ligament ; while the posterior fibres 
find insertion into the lateral aspect of the coccyx. Of .the 
fibres which embrace the lower portion of the rectum, the 
superficial are arranged circularly just above the deep part of 
the external sphincter, while the deeper ones pass inwards 
between the external and internal sphincters to become in- 
corporated with the longitudinal fibres of the muscular coat 
of the rectum itself. 

In a carefully dissected specimen of this muscle (see fig. 3). 
it will be noticed that several intervals exist between the 
muscular fasciculi, through which the recto-vesical fascia can 
be seen. 

The action of the levator ani is somewhat complicated. 
When the two muscles act together as a whole, they chiefly 
support and tend to raise the pelvic floor. This action can 
be well seen in a subject whose terminal portion of the rec- 
tum has been extirpated. On making an effort to close the 
aperture, the whole pelvic floor is found to recede and to be 
drawn upwards. The fibres which surround the rectum act 
by compressing that viscus and so assist in the expulsion of 
feeces ; while those fibres which pass between the external and 
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internal sphincters to blend with the longitudinal coat of 
the rectum, expand the anal orifice as a preliminary to expul- 
sion. During the act of defsecation, the contraction of the 
levator ani compresses the neck of the bladder and closes the 
urethra while the fsBces are being passed from the rectum. 

The levator ani receives its nerve supply from the perineal 
branch of the fourth sacral nerve and from the deep branch 
of the perineal division of the pudic nerve. 

Surgical Iviportance, — By its insertion into the terminal 
portion of the rectum, the levator ani maintains that viscus 
in position, so preventing it from being protruded. There- 
fore in extirpation of the lower part of the rectum, it is 
necessary to completely sever the attachments of the muscle 
to the rectal wall, in order that the bowel may be drawn 
out of Ihe wound. It is expedient that the muscular fibres 
of the levator ani be divided, in this operation, close to 
the rectum, so that the support of the pelvic floor may be 
interfered with as little as possible. In all other operations 
upon the lower part of the rectum, the fibres of the levator 
should not, if possible, be damaged lest the power of expulsion 
be impaired. 

The Beet am. 

The terminal eight or nine inches of the large intestine 
constitute the rectum. Contained entirely within the cavity 
of the true pelvis, the rectum extends from the left sacro- 
iliac synchondrosis, at a point where it is continuous 
with the sigmoid flexure of the colon, to the anal aperture. 
This portion of the bowel does not run a straight course, but 
presents three distinct curves. Starting from the left sacro- 
iliac synchondrosis, it is first directed downwards, backwards, 
and to the right, then it curves forwards lying in the concavity 
of the sacrum, and, finally changing its direction at a point 
corresponding to the tip of the coccyx, bends backwards to 
terminate at the anus (see figure 8). It is important to 



bear these curreB in mind when introducing instrumentH 
into the rectum. The upper half of the rectum is closely 
bound down to the sacrum by the meso-rectum, and is, there- 
fore, more or less fixed, while the lower half has no peri- 
toneal investment and is more freely movable. 



Fio. S.— CCKTES or TKX Kectum. (Qu^uu and HartmBnn.) 

In order to facilitate the description, it is usual to sub- 
divide the rectum into three portions, viz., the upper segment 
extending from the left sacro-iliac synchondrosis to the middle 
of the third piece of the sacrum ; the second segment extend- 
ing from the middle of the third sacral vertebra to the level of 
the tip of the coccyx ; and a terminal portion extending from 
the tip of the coccyx to the anal aperture. 

The Upper Portion of the Rectum. 

This measures from four to five inches in length in the 
adult, and is completely invested by peritoneum, which forms 
a distinct meso-rectum by means of which it is attached 
to the posterior aspect of the pelvic cavity. It is directed 
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downwards, backwards, and to the right, and ends in the 
middle line opposite the middle of the third piece of the sacrum, 
and at this point the meso-rectum usually ceases to exist. 
The first portion of the rectum is very similar in outward 
appearance to the sigmoid colon, and has well marked sacculi 
and appendices epiploicse. For this reason some authors, 
notably Huguier, consider that this part of the large intestine 
does not belong to the rectum at all, and should be included 
in the description of the sigmoid colon. 

Relations : — 

In front are some convolutions of the small intestine, 
the bladder in the male when distended, and the uterus in the 
female when enlarged. 

Behind lie the first three pieces of the sacrum; the 
pyriformis muscle; and the meso-rectum containing the 
superior hsemorrhoidal vessels. 

On its left side are the ureter and the branches of the 
internal iliac artery. 

On the right side are coils of small intestine. 

Variations. — In recently born infants, the first part of 
the rectum is situated in the abdominal cavity because of 
the shallowness of the pelvis, and the rectum appears to 
enter the pelvis to the right of the middle line. In an 
adult subject examined by Mr. Miles in the dissecting room 
at St. Bartholomew's Hospital, the first portion of the rectum 
passed transversely across the promontory of the sacrum from 
the left to the right sacrp-iliac synchondrosis, from whence it 
dipped down into the pelvic cavity. In those rare cases of 
complete transposition of viscera, the rectum enters the pelvis 
on the right side. 

The Middle Portion of the Rectum, 
This portion of the bowel measures about two and a half 
inches in length, and extends from the middle of the third 
piece of the sacrum to the level of the tip of the coccyx. The 
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greater portion of it is in relation with the peritoneum, which 
forms an investment in front and at the sides, but not behind. 
There is, therefore, no meso-rectum to this part of the bowel. 
The line of reflection of the peritoneum is oblique from above 
and behind forwards, so that at the point where the peritoneum 
passes on to the bladder in the male forming the recto- 
vesical pouch, or on to the vagina in the female forming 
Douglas's pouch, only the anterior surface of this portion of 
the rectum is in relation with the serous membrane. Below 
the point of reflection the second part of the rectum receives 
no covering from the peritoneum (see figs. 9 and 10). The 
extent of this uncovered portion varies with the degree of dis- 
tension of the bladder in the male and the enlargement of the 
uterus in the female. This disposition of the peritoneum, in 
its relation to the second portion of the rectum, has led Quenu 
and Hartmann* to subdivide it into two portions, namely, 
an upper or peritoneal portion, and a lower or non-peritoneal 
part, which latter measures about one inch in length. 

Relations : — 
In front. — In the male subject will be found the recto- 
vesical pouch of the peritoneum ; the base of the bladder corre- 
sponding to the trigonum vesicae ; the vasa deferentia ; the 
vesiculsB seminales and the prostate gland. In the female, 
Douglas's pouch and the posterior wall of the vagina are in 
contact with this portion of the rectum. 

Behind. — In both males and females the middle portion is 
in close apposition to the concave surface of the lower portion 
of the sacrum and the coccyx, being separated from them by 
loose areolar tissue, containing one or more lymphatic glands. 

The Lower Portion of the Rectum. 
This measures about one inch and a half in length, and 
corresponds to that part of the bowel which is embraced by 
the levatores ani, the internal sphincter and the external 



♦ Chirurgie du Rectum, 1895 page 3. 
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sphincter muscles. These muscles, in virtue of their tonic 
contraction, make this part of the rectum into a narrow canal 
or passage, and, for this reason, it has received the name of 
the anal canal. When the rectum is empty, and the sphincter 
muscles are tonically contracted, the length of the anal 
canal can be readily appreciated by digital examination. 
In women, this can be determined more readily than m 
men, by making a combined examination of the levatores 
ani and sphincters through the recto-vaginal septum. When 
the rectum is distended, or when the sphincter muscles are 
relaxed, the anal canal as such ceases to exist, the anal 
outlet being felt to be composed of a ring of tissue not 
more than a quarter of an inch in depth, and to consist 
chiefly of the external sphincter muscle. 

Relations : — 

In front, — In the male, are the apex of the prostate gland, 
the base of the triangular ligament, and the mass of mus- 
cular and fibrous tissue representing the perineal body. In 
the female, are the lower part of the posterior wall of the 
vagina and the perineal body. 

Behind, — The ano-coccygeal ligament, the posterior fibres 
of the levatores ani, and the origin of the external sphincter 
muscle. 

Laterally, — The ischio-rectal fossa and its contents. 

Structure of the Becimn. 
The rectum, like the rest of the large intestine, consists of 
four coats, namely, the serous, the muscular, the submucous, 
and the mucous. 

The Serous Goat. 
This exists as a complete investment in the upper part 
of the rectum only. In the middle part, it forms but a 
partial covering, and is entirely absent from its posterior 
surface. On its lateral aspects, the serous covering is partial, 
the line of reflection being oblique from above and behind 
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downwards and forwards until the anterior surface alone is 
covered. In the male, at a point situated about one inch 
above the upper border of the prostate, the peritoneum 
leaves the anterior surface of the rectum, and is reflected 
on to the bladder. In the female, about two inches above 
the rectal attachment of the levatores ani, the peritoneum is 
reflected on to the upper part of the vagina and the uterus. 
The distance of the point of reflection from the anal orifice, 
in the male sex, is about two inches and a half when the 
bladder is empty, and three inches and a half when that 
viscus is distended. 

The Muscular Goat. 
The muscular fibres of the rectal wall are arranged in 
two distinct layers, namely, an outer or longitudinal and an 
inner or circular stratum. The longitudinal fibres are evenly 
distributed and are no longer divided into three distinct 
bands, as they are in the colon. These longitudinal fibres, 
according to Sappey,* terminate in the following manner. 
The outermost are inserted into the layer of pelvic fascia 
lining the upper surface of the levatores ani; the middle 
blend with those of the levatores ani; while the innermost 
pass between the internal and external sphincters to be 
inserted by a series of tine tendons into the skin of the 
anal margin. These tendons can, according to our observa- 
tions, be seen to pass also between the superficial and deep 
portions of the external sphincter before terminating in the 
skin. The origin of the tendons takes place between the 
lower margin of the internal and the upper margin of the 
external sphincter. The circular fibres are, for the most part, 
uniformly disposed and form a complete layer. At the termina- 
tion of the rectum, these circular fibres are aggregated into 
a thick band, constituting the internal sphincter, which is 
situated immediately above the upper border of the external 
sphincter^ and separated from it by an interval, which has 

♦Quoted by Quain. 
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received the name of the white line of Hilton. In the upper 
portion of the rectum, the circular fibres form distinct bands 
between the sacculations (Quain). 

The Internal Sphincter 
Is an hypertrophy of the lowermost circular fibres of the 
rectum and consists entirely of unstriped muscular tissue. 
The limits of this band can be made out by digital examination 
of the interior of the rectum. It has been estimated by 
Sappey to be from 4 to 6 cm. wide, and from 3 to 4 mm. thick. 
The internal sphincter muscle embraces the greater part of the 
anal canal, and upon its integrity the involuntary closure of 
the anal orifice depends. 

Surgical importance. — Partial injury to this muscle causes 
great impairment of the power of control ; while complete 
division, even on one side, frequently leads to permanent 
rectal incontinence. 

The Submucous Tissue 
Consists of an areolar mesh work forming a bed for vessels, 
nerves and lymphatics. It is more abundant and of looser 
texture than in other regions of the intestine, thereby allow- 
ing of much freedom of movement of the mucous membrane 
upon the subjacent muscular coat. 

The Mucous Membrane. 
This is more vascular than that of the colon and is 
also of greater thickness. On account of the looseness of 
the submucous tissue, it is capable of free movement over 
the muscular coat. When the rectum is empty, the mucous 
membrane is thrown into folds but these, for the most part, 
disappear during distension. When the rectum is distended, 
however, certain folds do not become effaced. These have 
been described under the name of the folds of Houston. 
These folds vary both in number and in position. That 
they exist is shown by figure 11 illustrating a Plaster-of- 



PariB-cast of the rectal cavity {Quenu & Hartmann).* The 
largest of these folds is situated, in front and to the tight 
side, at the level of the reflection of the peritoneum from 
the rectum to the bladder or vagina. Two other folds 
may be present but are less constant. When existing, 
they are situated on the left side, one above and the other 
below, the main fold (this is well shown in fig. 11). The 
mucous membrane of the anal canal, immediately above 
the muco-cutaneus junction or white line of Hilton, is thrown 



Fio, 11.— PLisrBB-oF-PiMS-Cisr of thb Bbctal Catiit. 
(Qu^DQ and Eartmaim). 

into longitudinal folds, three or four on each side, which are 
known as the Columns of Morgagni. These are undoubtedly 
caused by the constricting effect of the internal sphincter, of 
which they are the natural consequence. According to Treitz, 
these folds contain longitudinal muscular fibres. Between these 
folds, and situated about 3 to 9 mm above Hilton's white line, 
well marked pockets or semi-tunar valves are to be seen. These 
are known as the Valves of Morgagni and are best seen in 
young individuals and new born infants. In the adult, they 
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are not so distinct. The accompanying illustration (fig. 12), 
taken from the rectum of a boy 9 years of age, shows these 
■valves. So far as our observations on this point are con- 
cerned, they seem to have a constant arrangement. Thus 
in the middle line posteriorly there is no valve, but on each 
side of it there is a large one ; then follows an interval 
corresponding to the lower part of a column of Morgagni ; 



Fro. 12.— The Lowbb Paet of the Recttjm Laid Open at thb Middle 
Like Antbbiobly Snowisa the Valves of MoooAairi. 

then there is another valve followed also by an interval. 
Anteriorly there is no valve. Each valve limits a small 
saccule or pocket into which a probe may be introduced 
in a downward direction for a distance varying from a 
quarter to three-eighths of an inch. The use of these 
valves is a matter of conjecture. Some consider that they 
serve aa reservoirs for rectal mucus. Ball, of Dublin, attaches 
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great importance to them, as he considers that they may be 
torn down during the passage of a hard motion and so give 
rise to fissure. 

The epithelium of the rectal mucous membrane is of the 
columnar variety and, in this respect, is similar to that of the 
remainder of the intestine. Just above the muco-cutaneous 
junction, the columnar epithelium undergoes a change be- 
coming stratified in character. This transition occupies a 
narrow zone, situated immediately above Hilton's white line 
and between it and the line of Morgagni's valves. To this 
zone the name otpecten has been given (Stroud). t The surface 
of the pecten is smooth and has a glistening appearance. Its 
colour is intermediate between that of the mucous membrane 
and the skin, and is almost devoid of sweat glands. The 
stratified epithelium found in this region is richly supplied 
with nerve endings. The epithelium covering the surfaces 
of the valves of Morgagni consists of oval or fusiform cells 
placed close together. 

Anal Papillae, 

In a certain number of cases small papillae will be 
found to arise either from the margins or from the surfaces 
of the valves of Morgagni. According to Stroud* these 
papillae are not constant but, w^hen existing, are found 
to consist of a small quantity of connective tissue con- 
taining nerve fibres and ganglion cells, and having a lining 
of epithelium identical with that of the pecten. These 
papillae are peculiar to man. Stroud considers them to 
be ** accessory sense organs of a higher degree of develop- 
ment than the major part of the pecten and not pathologic 
outgrowths." According to our own observations, they can 
readily be made out by the exploring finger. They not 
infrequently become hypertrophied and constitute one form 
of polypoid growth. 

+ Annals of Surgery, 1896, vol. 24, p. 1. ♦ Loc. cit. 
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Blood-vessels of the Rectum and Anus. 

Arteries. 

The arterial blood supply is derived from three sources, 
viz., a superior hsemorrhoidal which is the terminal branch 
of the inferior mesenteric ; a middle hsemorrhoidal from the 
internal iliac ; and an inferior hsemorrhoidal from the in- 
ternal pudic. 

The superior hcemorrhoidal artery enters the meso-rectum 
and soon divides into two primary branches, a right and a 
left, the former being distributed to the posterior and right 
lateral aspects of the upper half of the rectum, and the latter 
to its anterior and left lateral aspects. Both these primary 
divisions give oflf several branches which ramify on the 
external surface of the bowel and form loops of anastomosis. 
From these loops several branches arise which pierce the 
muscular coat at different levels and, entering the sub-mucous 
tissue, the majority of them break up for the supply of the 
mucous. membrane ; while others, six or seven in number, 
take a longitudinal course downwards beneath the mucous 
membrane. These latter branches, which are terminal, may 
be traced as far as the saccules of Morgagni, one lying in 
each column of Morgagni accompanied by a corresponding 
vein (see fig. 15). 

Surgical importance. — The pulsation of these terminal 
arteries can be felt by the finger in the rectum and their 
exact position so made out. When internal piles are well 
developed, they may be considerably enlarged and will give 
rise to severe recurrent haemorrhage should a ligature slip 
or otherwise become detached. Such haemorrhage is difficult 
to control since the divided artery usually retracts to a con- 
siderable extent. It is important also to bear in mind the 
position and arrangement of these vessels when laying open 
the submucous burrowing of a fistula. Fortunately such burrow- 
ing usually takes place in the interval between neighbouring 
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vessels, so that if the incision be limited to the mucous wall of 
the submucous burrowing they will be avoided. Occasionally, 
however, the burrowing may take a somewhat oblique course 
and cross the line of one of these arteries. When this happens, 
the track passes superficial to the vessel which remains in 
contact with the muscular coat and, therefore, if the probe- 
director be kept close to the mucous membrane during its 
introduction along the track, the danger of including the artery 
will be diminished. In excision of the rectum, these vessels 
are necessarily divided and must be secured. They should 
be secured separately when excision is the primary operation, 
but, when a preliminary colotomy has been performed, they 
are best secured en masse by transfixion of the bowel above 
the point of section and ligaturing in two halves. 

The middle htemorrhoidal artery arises from the anterior 
division of the internal iliac. It is distributed to that part of 
the rectum situated between the peritoneal reflection and the 
levatores ani and inosculates freely with branches of the 
superior hsemorrhoidg-l. In the female, this artery is usually 
absent, its place being taken by branches from the vaginal. 
In the male, the middle hsemorrhoidal furnishes several 
branches to the prostate. The main distribution of this 
artery is to the muscular coat of the bowel, a few small 
branches extending to the submucous coat where they form 
communications with branches of the superior and inferior 
haBmorrhoidal arteries. 

The inferior hemorrhoidal artery arises from the internal 
pudic as it lies in Alcocks canal. Piercing the inner wall of 
that space, the vessel divides into several branches which 
traverse the ischio-rectal fat on their way to the anus. In the 
ischio-rectal fossa, several branches are given oflf to the fatty 
tissue and others, becoming cutaneous, are distributed to the 
skin of the peri-anal region. The terminal branches enter the 
substance of the external sphincter muscle which they supply 
(see fig. 13). A few pass between the superficial and deep 
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portions of the external sphincter and also between the 
internal and external Bphincters, and ramify beneath the 
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mucoae membrane of the anal canal, where they form com- 
munications with the middle hemorrhoidal. 
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Surgical importance. — The branches of the inferior hsemorr- 
hoidal artery are frequently divided when operating upon 
abscess or fistula in the ischio-rectal fossa. The bleeding m 
at first free but soon stops, so that it is seldom necessary to 
apply a ligature. The burrowing of a fistula in the ischio- 
rectal fossa often circumvents branches of the inferior 
haemorrhoidal artery and the tissue in which they are im- 
bedded. Accordingly, when the subcutaneous burrowing haa 
been laid open, a careful search should be made for a track 
dipping down beneath these branches. 

Veins. 

The veins of the lower half of the rectum and of the 
anus are very numerous and form a close meshwork, known 
as the haemorrhoidal plexus, of which there are three distinct 
zones, viz., an inferior, a middle, and a superior, corresponding 
to the distribution of the haemorrhoidal arteries. The plexuses 
of the superior and inferior zones communicate freely with one 
another, but that of the middle zone is in the main distinct, 
there being but slight communication with the others. Since 
the blood from the superior haemorrhoidal plexus passes into 
the rootlets of the portal vein, and that of the inferior haemorr- 
hoidal plexus into the internal iliac vein, there is a free com- 
munication in this region between the portal and caval 
systems. 

The inferior hcemorrhoidal plexus is arranged subcutane- 
ously round the anus along the outer border of the external 
sphincter. This venous ring receives numerous small branches 
from the sub-muco-cutaneous tissue of that part of the anal 
canal situated below Hilton's white line. The majority of 
these pass superficially to the external sphincter and, therefore, 
are entirely subcutaneous, while others find their way between 
the superficial and deep portions of the external sphincter. 
These branches constitute the communication between the 
superior and inferior haemorrhoidal plexuses. From the 
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venous ring, efferent branches pass in three directioiiB,* viz., 
anteriorly, one or more reins pass along the cruro-sorotal fold 
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to join the internal saphena in the femoral region ; posteriorly, 
a few branches pass backwards to join the plexus round the 
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coccyx; whilst, laterally, several large trunks, the inferior 
haemorrhoidal veins proper, traverse the ischio-rectal fossa 
with the arteries of the same name and empty themselves into 
the internal pudic vein as it lies in Alcock's canal (see 

fig. 13). 

Surgical importance. — The small veins passing subcutane- 
ously from the anal canal to the venous ring round the 
external sphincter, are apt to become dilated by constant 
straining at stool and are occasionally ruptured. The localized 
extravasation, in such cases, gives rise to the so-called venous 
or thrombotic pile. Those branches, which pass between the 
superficial and deep portions of the external sphincter, 
probably account for the fact that a fistulous track sometimes 
takes this course, especially when it results from a fissure, 
either from the burrowing extending by the side of the veins 
or because the veins become thrombosed and the ^eat of 
suppuration. In a similar manner, the disposition of the 
venous ring round the outer margin of the external sphincter 
possibly accounts for some of the subcutaneous forward and 
backward burrowing so often observed in peri-anal fistula. 

The middle hcemorrhoidal plexus is disposed as a close net- 
work of vessels on the outer surface of the rectum immediately 
above the levatores ani. It receives blood from the muscular 
coat of the bowel and also, to a small extent, from the mucous 
membrane, but its communication with the other parts of the 
hsemorrhoidal plexus is very slight. Anteriorly, there is a free 
communication with the prostatic plexus, in the male, and with 
the vaginal plexus, in the female. Laterally, in both sexes, two 
or more middle hsemorrhoidal veins arise which convey the 
blood to the internal iliac vein. 

Surgical importance. — As the middle hsemorrhoidal plexus 
is disposed on the external surface of the bowel, it is the source 
of the more or less free bleeding which takes place when the 
rectum is being freed from its surrounding attachments during 
the operation for excision. 



82 DISEASES OF THE ANUS AND RECTUM. 

The avperior hamorrhoidal plexus. — This is confined to the 
aubmueous coat of the lower four or five inches of the rectum, 
and commences as clueters of small vesBels situated beneath 
the mucous membrane of the pecten between the saccules of 
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The small veins comprising these tulta, except in 
recently born infanta, show distinct sacculations, so that the 
general appearance is one of cavernous tissue (see fig. 15). From 
each of these tufts a main trunk arises which passes up- 



wards in a correeponding column of Morgagni in company 
with a terminal branch of the superior hemorrhoidal artery. 
There are, aa a rule, six or seven of these main trmiks 
arranged parallel to one another around the circumference of 
the bowel. As they pass upwards, they receive numerouB 
branches from the plexus in the intervals between them, so 
that a free commanication between neighbouring trunks is 



Via. 16. — DiLATBD TtJFTB OF Veihs Beneath the Mncons Mehbbanb, 
Constituting the Eablt Staqb op Internal Files. 

a. the B.A. Internal PUe ; (, the R.P. Interoal File. 

established. These trunks pierce the rectal wall at a distance 
varying from four to five inches above the level of the anus, 
and, after forming communications on the lateral and posterior 
aspects of the bowel, end in a right and a left trunk which unite 
in the meso-rectum to form the superior hemorrhoidal vein. 
A somewhat free communication exists between the superior 
and the inferior hiemorrhoidal plexuses in the neighbourhood 
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of Hilton's white line, but there is very little communication 
with the middle haemorrhoidal plexus (Quenu and Hartmann).* 

Surgical importance, — The tufts of veins situated beneath 
the mucous membrane of the pecten in the intervals be- 
tween the saccules of Morgagni, when varicose, constitute the 
internal pile (see fig. 16). The lower margin of the pile is 
at Hilton's white line, i.e., at the muco-cutaneous junction. 
When operating upon an internal pile, the tumour should be 
lifted well oflf the subjacent internal sphincter, so that the 
incision can be made in the intervening layer of connective 
tissue. Unless this point be attended to, either the internal 
sphincter will be wounded or some of the veins of the pile 
will be divided. Since the varicose condition extends beyond 
the tuft into the lower part of the venous trunk emanating 
from it, the ligature should be carried as high up as possible 
so as to include this also. If only the tuft be included in 
the ligature, the varicose condition of the vein above it may 
lead to a partial further development of the pile. 

The Lymphatics of the Rectum and Anus. 

The lymphatics in this locality are arranged, like the 
veins, in three distinct sets, viz., a superior, a middle, and 
an inferior set. 

I^he inferior lymphatic zone comprises the lower portion of 
the anal canal, the anal margin, and the peri-anal skin, from 
which the vessels conveying the lymph pass forwards on 
both sides along the cruro-scrotal fold to enter the horizontal 
set of inguinal glands (see fig. 17). 

The middle lymphatics draw their lymph from the muscular 
coat of the lower part of the rectum, and pass into the glands 
in relation with the internal iliac vessels. 

The superior lymphatics are those of the rectal mucous 
membrane, including that of the upper part of the anal canal. 
The lymphatic trunks have the same arrangement as the 

* Op. cit., page 39. 
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superior haemorrhoidal veine, and pass with them through the 
rectal wall to enter the meBO-rectum, where they terminate in 
the glands met with in that situation. 

Surgical importance. — It is important to hear in mind the 
three groups of lymphatic glands which receive lymph from 
the ano-reetal region when dealing with carcinoma, syphilis, 
and ulceration of those parts. When the anus is involved, the 
inguinal glands will sooner or later be affected. If a carcinoma 



be limited to the rectum, so long as nothing but the mucous 
membrane is involved, the glands in the meso-rectum will 
probably alone be implicated, but, when infiltration of the 
muscular coat hae occurred, the internal iliac glands are 
likely to be the seat of secondary deposit. 

The Nerves of the Rectum and Anus. 

These have their origin from two distinct sources, viz., 
the sympathetic and the spinal nerves. 

The sympathetic fibres are derived from the inferior 
mesenteric and hypogastric plexuses, and are distributed to 
the muscular coat (including the internal sphincter) and the 
mucous membrane of the rectum. Their mode of termination 
is identical with that met with in other parts of the intestine. 
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They form a close gangliated plexus between the longitudinal 
and circular muscular fibres (Auerbach's plexus), and a second 
gangliated plexus (Meissner's plexus) in the submucous tissue. 

The spinal fibres are derived from the 3rd and 4th sacral 
nerves and the pudic nerve. These branches are chiefly 
destined for the supply of the anal mucous membrane 
and, according to Hilton*, enter the anal canal through 
the interval between the internal and external sphincters. 
Having reached the submucous layer, the fibres break up 
into upper and lower filaments, the former supplying a 
narrow zone of mucous membrane immediately above the 
white line (the pecten), while the latter descend and are 
distributed to the skin of the anus. The mode of termination 
of these fibres in the mucous membrane has been determined 
by Stroud.t According to his observations, the nerve 
fibres break up in the submucous tissue into a fine plexus 
containing many large and small ganglionic cells which 
anastomose freely. From this plexus, fine fibrils enter the 
epithelial layer and form a plexus containing numerous 
small nerve cells, from whose peripheral ends dendrites 
arise which interlace with neighbouring dendrites. Each 
papilla met with in the region of the pecten contains a small 
nerve trunk, upon which a ganglionic enlargement exists. 

Surgical importance. The abundant nerve supply of the 
mucous membrane of the anal canal accoiints for its great 
sensibility Operations in the anal regidn are among the 
most painful of any in surgery, and, consequently, deep anaes- 
thesia is often required during their performance. The 
netves that supply the anal mucous membrane also supply 
the external sphincter and the levatores ani — hence it is 
that irritation of their peripheral terminations in the mucous 
membrane calls forth reflex spasm of those muscles (see 
fig. 18). This phenomenon is well observed in a case of 
anal fissure. The mucous membrane of the rectum above 

* Rest and Pain, p. 289, 4th ed. + Annals of Surgery, 1896, vol. xxiv., page 1. 
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the internal sphincter is much less sensitive — even extensive 
ulceration or carcinomatous infiltration causing little pain 
unless the anal mucous membrane also be involved or the 
lumen of the rectum be narrowed by the growth. The 
fact that the pudic nerve supplies the compressor urethrie ; 
that the 3rd and 4th sacral nerves give branches to the 
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bladder, prostate, and vagina ; and that all these nerves are 
associated with others arising from the lumbar enlargement 
of the cord, such for instance as the lumbar, the great 
and small sciatic, readily explains upon anatomical grounds 
alone, the pains in the loin, over the crest of the ilium and 
sacrum, and down the backs of the thighs and calves; and 
also accounts for the occasional attacks of retention of urine 
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sometimes observed as a reflex accompaniment of anal 
fissure and also of fistula when situated in the middle line 
posteriorly. By the same reasoning we can understand how 
symptoms referable to the rectum may be the expression of 
disease of neighbouring viscera, such as the uterus, vagina, 
prostate, and bladder. Consequently the possible co-existence 
of such diseases in any case of rectal disease should not be 
overlooked. 



CHAPTEE II. 
GENERAL DIAGNOSIS. 

Much information may be obtained in regard to the 
probable nature of a case of anal or rectal disease by 
questioning the patient about certain symptoms and signs, 
which, either alone or in combination, are usually present. 
Of these the most important are (a) pain, {h) haemorrhage, 
(c) discharge, (d) constipation, (e) diarrhoea, (/) difficulty in 
defaecation, (g) protrusion from the anal orifice, (h) loss of 
weight, and (i) influence of heredity. 

(a) Pain. 

The pain complained of may be either intermittent or 
continuous. In character, it may be smarting, throbbing, 
shooting, lancinating, aching, burning, or bearing down. 

Intermittent pain. — When of an intermittent character, 
the following questions should be asked : — 

(1) mten did yon first have this pain ? If pain was the 
first symptom noticed, the- time of commencement of the 
disease may thus be settled. When the pain dates back for 
some months or even years, it may be assumed that the 
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disease is not of an inflammatory nature such as an abscess. 
The most probable cause of pain recurring over a lengthened 
period is fissure. When of recent appearance it may be due to 
fissure, complete fistula with a large internal opening, blind 
internal fistula, internal piles sufficiently prolapsed to come 
within the grasp of the external sphincter, stricture, or new 
growth. 

(2) How long does an attack usually last ? When due to 
fissure, it varies from a few minutes to several hours. In 
blind internal fistulee, it may continue for several hours 
or days. In complete fistula with a large internal opening, 
it may last for several hours. With stricture, it quickly ceases 
after an action of the bowels. In carcinoma, the duration 
varies from a few minutes to an hour or two. In other new 
growths, and also in piles, the pain persists so long as the 
protruded mass is gripped by the external sphincter. 

(3) To what cause did you attribute its onset ? When the 
pain supervenes upon the passage of a large and hard mass 
of faeces, a fissure, an ulcer or ulceration in the lower inch of 
the anal canal, is often its cause. When the pain follows the 
passage of soft or fluid faeces, a blind internal fistula should be 
suspected. When the pain precedes, persists during, and 
ceases soon after, the passage of hard or soft faeces or 
discharge with or without blood, carcinoma or stricture of 
the rectum should be sought for. 

(4) Have subsequent attacks in any way varied from the first, 
e.g., are they longer in duration, greater in intensity or otherwise 
altered in character ? An increase in the duration and intensity 
of the subsequent attacks is met with in cases of fissure, so 
that, whereas the attack of pain at first lasted for but a few 
minutes, after the lapse of months or years it may persist for 
six or eight hours or even become continuous. An increase 
in intensity, together with alteration in character, is met with 
in carcinoma when the growth has extended downwards to 
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within the lower inch of the anal canal. This phenomenon is 
also met with in simple stricture of the rectum, when it 
becomes complicated by the formation of a fistula. 

(5) What effect has defcecation or constipation upon it / 
When defsecation is followed by an attack of pain, fissure, 
blind internal fistula, prolapsed internal piles, protruded 
polypus or polypoid growth, simple stricture, or partial 
occlusion by cancerous growth may be present. When pain 
comes on while the bowels are confined and increases in 
intensity while that condition persists, ulcer, stricture, cancer 
or impaction of faeces (especially when complicated by reten- 
tion of urine) is probably present. 

(6) What is the duration of the longest interval between 
succeeding attacks ? In cases of fissure, internal piles, polypus 
or polypoid growths, there may be intervals of days, weeks, 
or months between attacks. 

(7) Does the pain supervene independently of defcecation, the 
passing of flatus or micturition I When the pain commences so 
soon as the patient goes to bed, or comes on during the night, 
either eczema or syphilis of the anal region should be looked 
for. 

Continuous pain, — When the pain is continuous the 
following points in regard to it should be ascertained : — 

(1) When did it begin 'I When the pain has its onset 
during defaecation, it may be due to the puncture of the 
rectal wall by a foreign body such as a fish-bone, or to 
localized blood extravasation at the anal margin. If it 
begin soon after defaecation, it may be due to strangulated 
prolapsed internal piles, the pain persisting until they have 
been mechanically reduced, or have sloughed oflf, or have 
ceased to be gripped by the sphincters. When the pain 
begins independently of defaecation and, especially, when it 
commences during the night-time, its probable cause is 
suppuration. 
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(2) What were you doing when it began ? The pain pro- 
duced by a puncture of the rectal wall by a foreign body 
always begins during the actual passage of faeces. When 
caused by extravasation of blood, it frequently occurs during 
the act of defsecation, but sometimes during a straining effort, 
such as lifting heavy weights, &c., or during a severe fit of 
coughing. 

(3) Has it in any ivay varied since its commencement / 
When there is a progressive increase in intensity, followed by 
a more or less sudden diminution, after which the pain again 
becomes more pronounced, suppuration is the most likely 
cause. 

(4) What are its characters ? Pain of a throbbing char- 
acter is met with in abscess, strangulated internal piles, and 
in the early stage of extravasated blood. When a puncture 
by a foreign body takes place, the pain consists of a pricking 
or stabbing sensation in the rectum, and of much discomfort 
when sitting. 

(5) What do you think caused it I When due to a foreign 
body it will be ascertained that the pain began during or 
soon after defeecation. When the pain is the result of a fall, 
it may entirely subside after a definite period. Occasionally, 
after the actual pain has subsided, there will be the history 
that the injured part never felt quite comfortable and after 
a varying interval, sometimes extending over many months, 
acute throbbing pain begins at the seat of the injury. Under 
these circumstances, the pain for which the patient seeks 
relief is almost always due to suppuration. 

(6) Wliat effect has constipation or diarrhoea upon it / 
When the bowels are either confined or relaxed, the pain 
caused by a foreign body is increased by defeecation. When 
the pain is due to extravasated blood, an abscess, or to 
strangulated piles, constipation increases it. When the peri- 
anal skin is in an eczematous condition, diarrhoea always 
increases the attendant pain. 
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(b) Hcemorrh^ge. 

Haemorrhage from the anus is a frequent symptom of 
ano-reetal disease. It may be intermittent or continuous. 

Intermittent haemorrhage. Haemorrhages may succeed each 
other at short or long intervals and, therefore, we should 
ascertain the following facts in regard to them. 

(1) Are the hemorrhages always associated with defiecation f 
Bleeding from internal piles is frequently associated with the 
actual passage of faeces. In the first stage of the development 
of internal piles, the bleediag may recur at intervals of several 
days or weeks, but each succeeding attack is usually brought 
on by defaecation. During the second stage of internal piles,, 
the attacks of bleeding in time become more frequent, so 
that at length there is scarcely an action of the bowels 
without attendant loss of blood which may be more or less 
copious. A slight loss of blood during defaecation, especially 
when repeated at irregular intervals, is indicative of uncom- 
plicated fissure or a tear in the mucous membrane of the anal 
canal due to a foreign body which has been evacuated. In 
these cases, the quantity of blood lost may be only sufficient 
to smear the motion, and the material used for subsequent 
cleansing. When the motion passed is smeared and a few 
drops of blood terminate the act of defaecation, there is often 
present a fissure complicated by internal piles ; or a circum- 
scribed ulcer in the lower part of the rectum. Profuse 
haemorrhage accompanied by a protrusion from the rec- 
tum after defaecation, is indicative of internal piles in the 
second or, occasionally, in the third stage of development. 
When the loss of blood accompanying the protrusion is 
slight, either procidentia recti, prolapsed mucous membrane, 
polypus, polypoid growth, or villous growth will be found to 
exist. 

(2) Do the hcBinoiThages occur independently of defmuition / 
When bleeding occurs at other times than during defaecation^ 
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a fissure may be excluded, the common cause being internal 
piles in the first or second stage of their development and, 
occasionally, carcinoma. When such bleeding is accompanied 
by aprotrusion from the anus, it may be due to procidentia 
recti, prolapse of mucous membrane, prolapsed internal piles, 
polypus, or polypoid growth. 

Continuous luemorrhage very rarely lasts more than twenty- 
four hours, unless it be the recurrent or secondary haemorrhage 
following an operation. When the haemorrhage follows soon 
after an operation, it may be due either to the omission to 
secure a divided vessel or to an inefficient ligature. When 
occurring two or three days after an operation, it is usually 
due to a premature action of the bowels having caused de- 
tachment of a ligature. At the end of the eighth or ninth 
day secondary haemorrhage may occasionally occur with the 
separation of a slough. The most severe cases of this form 
of haemorrhage are met with when the sloughs are due to 
the application of nitric acid. 

The chief cause of spontaneous haemorrhage is carcinoma, 
especially when situated low down in the rectum and in the 
late stage of its growth. 

When continuous haemorrhage does not follow an opera- 
tion the following points should be elicited. 

(1) Is it the first attack!^ When there has been no pre- 
vious attack of haemorrhage, a laceration or puncture caused 
by a foreign body ; or the erosion of a vessel due to ulceration 
may be its cause. 

(2) What other attacks have occurred ? When there have 
been previous attacks, lasting for a day or two at a time, the 
probability is that the bleeding is due to carcinoma, though, 
in some instances, it may be caused by the giving way 
through the mucous membrane of a vessel in an internal 
pile (see Internal piles). 
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(c) Discharge, 
Discharges from the ano-rectal region should be sub- 
divided into (1) those issuing from the skin surface and (2) 
those escaping from the rectum. 

(1) The discharges met with from the skin surface are pus, 
serum, sero-pus and blood. Pus is always due to either an 
abscess or a fistula, and escapes from one or more external 
openings which can be easily seen. A serous discharge is due 
to an eczematous condition of the peri-anal skin. When the 
discharge is sero-purulent, it is usually due to tuberculous 
ulceration. When there is blood, it is nearly always caused 
by either lacerations due to scratching to relieve irritation or 
to a peri-anal blood clot which has ulcerated through the 
skin. 

(2) The discharges which escape from the rectum are 
mucus, pus, muco-pus, and watery fluid. All of these may 
be more or less tinged or mixed with blood or fseculent 
matter. 

Mucus may be due to internal piles in their third stage of 
development, prolapsed mucous membrane, invagination of 
the rectum, procidentia of the rectum, and colitis. 

Pus is due either to an abscess which has ruptured into 
the rectum or to a fistula. 

Muco-pus is met with in ulceration, non-malignant stric- 
ture, and carcinoma, in which perforation of the rectal coat 
has taken place and caused an ischio-rectal abscess. 

Watery fluid is met with in cases of villous tumour. 

It is essential ia all cases to see, if possible, the discharge 
that escapes from the rectum and, for this purpose, the 
patient's linen should be examined. When however the 
actual discharge or its stains cannot be seen, much informa- 
tion as to its probable nature and causes may be obtained 
by the following questions. 

(1) What is the character of the discharge ? Mucus is often 
readily recognised by the patient as being like the white part 
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of an uncooked egg ; pus, as a liquid custard ; muco-pus, as a 
jelly-like substance mixed with blood ; and the watery fluid 
from a villous tumour, as diarrhoea with bleeding. 

(2) Was the appearance of the discharge preceded hy pain / 
When pain, which had been continuous for several days, 
suddenly ceased or became greatly diminished with the escape 
of the discharge, a ruptured abscess may be diagnosed. 
When there is a history of a bearing down pain preceding 
and subsiding soon after the evacuation of the discharge, 
ulceration or stricture, with or without fistula, should be 
searched for. 

{d) Gonstipation, 

In rectal disease, the question whether the patient suffers 
from constipation should not be considered settled until a 
digital examination of the rectum has been made. The rectum 
is often found to be partially or fully distended with faeces in 
those who say that their bowels are relieved regularly and 
properly every day, such a condition of feecal accumulation 
being observed even when the examination is made only an 
hour or two after the bowels are said to have been freely 
relieved. In these cases, it is clear, that the rectum is habitu- 
ally, either in part or fully, distended with faeces, and that an 
evacuation consists of the descent of motion from the sigmoid 
colon into the upper part of the rectum driving out an equal 
quantity of faeces from its lower part. Such an evacuation is 
not natural, because in this way the rectum is converted into a 
faecal reservoir, instead of being, as functionally intended, an 
expelling apparatus. 

A condition of faecal accumulation, as above described, is 
almost invariably met with in eczema of the anus, circum- 
scribed blood extravasation at the anal margin, fissure, 
hypertrophy with induration of the external sphincter, and 
internal piles. 

When constipation is observed in the early stage of 
carcinoma of the rectum, the bowel below the disease is 
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empty, the feecal accumulation being confined to the part 
above it. A similar condition exists in fibrous stricture of 
the rectum. 

(e) Diarrhoea. 

Diarrhoea is often supposed to exist when fche only 
symptom is a frequent escape of a small quantity of solid or 
semi-solid faeces combined with mucus, blood, pus, or a 
combination of them. A true diarrhoea is not often met with 
in rectal disease, so that, when there is prolonged frequent 
action of the bowels, the evacuated material should be 
examined and a digital exploration of the rectum made. 

When the motion passed is found to be in short pieces 
of small calibre, with more or less mucus, blood and mucus, 
or pus and blood, a fibrous stricture is probably present. If 
there be an admixture of blood in considerable quantity, the 
motion not being in short pieces, carcinoma of the rectum 
may be suspected. When the motion is scybalous, the pieces 
being covered with much mucus, a little blood also being present, 
the case is probably either one of invagination of the upper 
part of the rectum, prolapse of the rectal mucous membrane, 
or procidentia recti. When a considerable quantity of pus is 
mixed with the faeces, there is probably extensive ulceration. 

(/) Difficulty in defcecation. 

Difficulty in defaecation must not be confused with con- 
stipation. With this condition, there is a more or less 
constant desire to empty the rectum but there is an inability 
to obtain complete relief, either from dread of pain caused by 
an evacuation or from a direct impediment to the passage of 
a motion. The following questions should be asked with a 
view to determining the cause of the difficulty. 

(1) Is it pain ? When this is the reason, a fissure, ulcer, 
tear in the mucous membrane, or the partly torn through 
attachment of a polypoid growth probably exists. All of 
these conditions often occasion so much reflex spasm of the 
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sphincters and levatores ani, that a physical obstruction at 
the anal outlet is produced. This spasm is so strong in some 
cases that the patient is obliged to assist expulsion by 
removing the faeces from the anal canal with his finger. 

(2) Is there a feeling of tightness at the anus accompanied 
by irritation after the motion has been parsed ? When this 
is so, marked hypertrophy and diminished dilatability of the 
external sphincter will be found to exist. 

(3) Is each action of the boivels preceded by bearing down 
pain ivhich continues during the act of defcecation and ceases 
almost immediately afterwards^ leaving a sense of only partial 
relief^ Under these circumstances a fibrous stricture or 
carcinoma of the rectum should be looked for. 

{g) Protrusion from the anal orifice. 

A protrusion from the anus occurs in the following 
diseases — internal piles, polypus, polypoid growth, prolapse 
of mucous membrane, carcinoma extending downwards be- 
yond the anal orifice, procidentia of the rectum, invagination 
of the rectum, intussusception and villous tumour. In order 
to distinguish between these conditions, an actual inspection 
of the protrusion should be made whenever possible. The 
following questions, however, will assist in elucidating the 
cause of the protrusion. 

(1) Is it associated toith defecation ? When the protrusion 
occurs during the passage of faeces and returns into the rectum 
immediately or soon after the evacuation is terminated, 
internal piles in the second stage of their development, 
polypus with a short pedicle, polypoid growth, slight cases of 
procidentia or villous tumour may be present. Whan the 
protrusion remains down for a period varying from several 
minutes to hours, internal piles which have nearly completed 
the second stage of developmept, polypus with a long pedicle, 
fully developed procidentia, intussusception or villous tumour 
may be met with. 
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When the protrusion remains permanently down until 
artificially replaced, internal piles which have reached the 
third or last stage of development, strangulated internal 
piles, prolapsed mucous membrane, carcinoma involving the 
anal canal or a large villous growth probably exist. 

(2) Does it recur ivhen standing or dunng exercise ! A 
protrusion occurring under these conditions is most probably 
due to internal piles in the third stage, prolapsed mucous 
membrane, procidentia of the rectum, large polypoid growth 
or large villous tumour. 

(h) Loss of weighty 
A loss of body-weight usually takes place in cases of in- 
ternal piles which have given rise to profuse and frequent 
haemorrhage, in many cases of fistula, especially those of a 
tuberculous nature, sometimes in fibrous stricture, in villous 
tumour, occasionally in long standing fissure and in all cases 
of malignant disease in its later stage. 

(i) Influence of heredity. 

Internal piles are distinctly hereditary. In almost all 
cases of this disease which are met with under the age of 
twenty-five years, a history of the disease having occurred in 
other members of the family can almost always be obtained. 
In carcinoma, also, hereditary influence can sometimes be 
traced but in other ano-recial diseases it is by no means 
well marked. 

Method of Examination for Rectal Disease, 

Position of Patient, — The patient should be placed upon a 
couch of convenient height and in the best light obtainable. 
If a male, he should support himself upon his elbows and 
knees, resting on the same level, the chin being supported by 
the palms of the hands. When this position is adopted it will 
be found that owing to flexure of the lumbar portion of the 
vertebral column, the pelvis is tilted backwards, thus fully 

E 
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exposing the ana! region to view {see Hg. 19). In this position 
the rectum can be more readily explored by the examining 
finger owing to the downward direction of the passage. 
Moreover, when a speculum is being used, the rays of light 
are directed straight into it from above, and the raucous 
membrane falls away from the margins and extremity of the 
speculum, rather than over its end, and into the gap in its 
side which almost always happens when the patient is placed 
in the lateral and semi-prone position. 



Pig, 19.— Showino the Positiob Eecomuknuei 
OF Male Patients. 



In female sul)jects the position recommended is the right 
lateral and semi-prone with the right arm and hand drawn 
completely behind the back and both knees flexed, the left 
more so than the right (see fig. 20). When it is necessary 
to examine the rectum with a speculum, a pillow should be 
placed under the right hip in order to raise the pelvis and 
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cause the rectum to fall forwards and to the right side of 
the pelvis, and therefore away from the end of the speculum. 



Fig. 20.— Showino the PosiTiotf Recommknded foe the Examination 
OF Fkuile Patients. 



Sub-division of the Anal Hegioii. 
For convenience in describing the exact position of (iiMeiiseii 
conditions in relation to the anal margin and rectal wall, we 
have adopted the scheme of subdividing the perineal space 
into quadrants by two imaginary straight lines intersecting at 
right angles in the centre of the anal aperture. The first line 
ia drawn from the most prominent part of one tuber ischii to 
the other. This line we have termed the fraiisrersi- anal liitr 
and, by it, the anal ring is divided into an anterior and a pos- 
terior half. When dealing with the various diseases met with 
in the rectum and anus, we shall endeavour to show that this 
line is of much clinical importance. The second line runs 

E 2 
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along the median raphe from the tip of the coccyx to the 
symphysis pubis and intersects the transverse line at its 
centre. We have designated the extremities of these lines 
by the letters A, L, P and K representing respectively the 
anterior, left, posterior and right points of the circumference 
of the ano-rectal region, 



Fio. 21.— iLLuSTBiTiKu THE Method Eecommendfd fob Mapping Oft 



Each of the quadrants is again bisected by two additional 
lines drawn at right angles to each other and intersecting at 
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the point of section of the lines AP and EL. The extremities 
of these lines are designated by the signs LA, LP, EP and 
EA, representing the left anterior, the left posterior, the right 
posterior, and the right anterior quadrants (see fig. 21). 

By adopting this scheme, the exact position of the disease 
can be definitely indicated. Thus an internal pile situated in 
the right anterior quadrant of the rectum can be briefly 
■described as the EA internal pile ; and, similarly, the external 
opening of a fistula situated posterior to the transverse line on 
the right side and distant from the anal margin, say one inch, 
may be readily described thus — external opening=EP 1 inch. 
This abbreviated and concise method of description is applic- 
able to all other forms of disease met with in the region and 
will be adopted by us in our descriptions throughout the work. 

Inspection. 

Having exposed the anal region to a good light, a systematic 
examination of the following structures should be made, viz., 
the peri-anal skin, the external sphincter, and the anal 
margin. 

(1) Peri-anal skin. — The points to be observed in connection 
with the peri-anal and adjacent skin are: (a) discoloration; 
(b) redundant folds of skin ; (c) external openings of fistulse ; 
(d) obstructed sebaceous follicles ; (e) ulceration ; (/) warty 
outgrowths, innocent or malignant ; \g) skin lesions of syphilis 
and tubercle ; (h) oedema of the anus ; (i) extravasated blood ; 
(/) eczema ; (k) pruritus. 

(2) The external sphincter. — The condition of this muscle 
is best determined by the resistance it offers to the pressure 
made upon it with the examining index finger. Much 
information may be obtained as to its irritability and develop- 
ment in this way. 

(3) The anal margin. — The points to be observed are, the 
presence of a fissure or the lower margin of an ulcer, the 
internal opening of a fistula, prolapsed internal piles, proci- 
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deritia, the protrusion of growths from the rectum, the 
presence of purulent, mucous, or bloody discharge or ascarides^ 

Examination of the Rectum. 

In all examinations of the rectum the left index finger 
should be used, because by doing so the right hand is free 
for manipulative and operative purposes. Before introducing 
the finger, soap should be placed beneath the nail and also 
around its margin, in order to prevent faecal matter from getting 
there during the examination. Vaseline should then be placed 
on the anus, and the finger introduced into the bowel while the 
patient is straining as much as possible. This bearing down 
on the part of the patient minimizes the discomfort sometimes 
attending the introduction of the finger. More than half of 
the diseases of the rectum will be found situated within two 
inches of the anus. The most common error in making a 
digital examination is to introduce the finger too far at first, 
it being often passed up at once to its full extent. By doing 
so, the presence of diseased conditions close to the anus is 
missed. It is advisable, therefore, to introduce the finger at 
first only as far as the distal joint, and to examine the whole 
inner surface of the lowest inch of the bowel before introducing 
the finger any further. The examination, however, should 
never be terminated until the finger has been introduced to 
its full length, if possible, and every portion of the rectal wall 
within reach, together with the sacrum, coccyx, tuberosities 
of the ischia, the ischio-rectal fossae, and the adjacent viscera 
have been thoroughly explored. It is a fact, which should 
be borne in mind, that disease of adjacent structures causes 
discomfort in the rectum and anus when no rectal disease 
exists. 



CHAPTER III. 

ABSCESS. 

The immediate neighbourhood of the anus and the lower 
part of the rectum is frequently the seat of suppuration, which, 
though most often circumscribed, may, in a few instances, be 
diffuse. Abscesses in this locality, when burrowing, extend 
along the lines of least resistance, being guided between planes 
of fascia and passing round those blood vessels which are 
of sufficient size to resist thrombosis and dissolution. This 
law as regards extension holds good, whether the primary 
suppurative focus originates beneath the skin, under the 
neighbouring muscles, or in the submucous connective tissue 
of the rectum itself, the result being that the original abscess 
cavity, when left alone, will be found to have offshoots or 
diverticula. Such an abscess, unless artificially opened, ex- 
tends until either a mucous, a cutaneous, or a serous surface 
is reached, through which it can discharge itself. Thus a 
collection of pus in the ischio-rectal fossa ultimately makes 
its way between the internal and external sphincters, and 
perforating the mucous membrane discharges into the cavity 
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of the rectum. Later on, if this has not already occurred, it 
breaks through the skin in one or more places. In this 
way, an abscess in the neighbourhood of the anus or rectum 
terminates in a fistula. Every fistula begins as an abscess, 
and the offshoots from it constitute the lateral burrowings 
of the fistula. Even after a fistula has formed, a retro- 
gression to the abscess state frequently takes place by the 
temporary closure of the external and internal openings. 
When this occurs, extension by lateral burrowing sooner or 
later continues. A reference to the anatomy of this region 
by bringing to mind the numerous planes of more or less 
dense connective tissue, which join and intersect one another, 
together with the arteries which cross the ischio-rectal fossa, 
will readily explain the complex burrowings of a peri-anal or 
peri-rectal abscess when it is allowed to continue without 
surgical interference. All abscesses met with in this region 
usually pursue a very regular and definite course, which varies 
with the seat of origin of the abscess. 

Etiology. 

The cause of abscess in this locality, as elsewhere, may 
be divided into (a) the predisposing and (b) the exciting or 
determining, 

(a) Predisposing Causes. — Any condition favouring the in- 
vasion of bacteria, either locally or through the blood stream, 
may be considered to predispose to the formation of an 
abscess. Locally any lesion of the rectum, such as ulcer, 
stricture, fissure, internal pile, extravasated blood, tear in the 
mucous membrane, or disintegrating new growth, opens up 
the path for infection. Also laceration by foreign bodies, 
especially when they penetrate the entire thickness of the 
rectal wall, is occasionally a source of infection. Of the last 
we have the evidence in the fact that a foreign body, such as 
a fish bone, is sometimes found in the cavity of an ischio- 
rectal abscess or in the main sinus of a fistula. 



ABSCESS. 57 

Age. — In regard to the age at which abscess occurs, our 
observations show that in 114 cases among hospital patients 
the average age was 30 years. Of these, 107 males gave an 
average age of 29 years and in 7 females the average was 
41 years. The youngest male subject was 7 months whilst 
the oldest was 76 years. The youngest female was 34 years 
and the oldest 66 years. The above statistics have been 
•compiled from cases of abscess seen at St. Mark's Hospital 
during a period of six years. Our experience in regard to the 
Age at which abscess may be met with is, that it occurs at 
any period of life in the male ; but in the female it appears 
to be exceedingly rare during the first and second decades of 
life. We have never seen a case in a female under 16 years 
of age. 

Sex. — Abscess is much more prevalent in male than in 
female patients, the proportion in hospital cases being 15 
males to 1 female and in private cases 6 to 1. This we 
think clearly shows that the rougher life led by males has 
much to do with the far greater frequency with which abscess 
is met with in them. 

Occupation. — The following occupations appear to pre- 
dispose to the formation of abscess in the neighbourhood of 
the anus and rectum, viz., those of brewer's draymen and 
servants, bricklayers, carpenters, clerks, packers, printers and 
publicans, all of which involve a good deal of sitting or 
standing. Boating and, especially, riding on a wet saddle are 
particularly prone to cause such an abscess. 

(b) The exciting causes. — Modern pathology teaches us that 
every true suppurative focus is due to the agency of pus-pro- 
ducing organisms. Admitting this to be true, the question 
at issue is to determine, so far as we are able, the species of 
bacteria and the route by which they invade the peri-anal 
and peri-rectal tissues. So far as the bacteria responsible 
for suppuration in this region are concerned, much light 
has been thrown on the subject by the investigations of 
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Quenu and Hartmann.* Of twelve cases of abscess in the 
neighbourhood of the anus, in which culture experiments 
were carried out by these investigators, the following re- 
sults were obtained. In seven abscesses the presence of the 
tubercle bacillus was clearly demonstrated. Of these seven 
the tubercle bacillus was found alone in two ; in four it was 
associated with the bacillus coli communis, and in one with 
strepto and staphylo-cocci. In the remaining five cases no 
evidence of the tubercle bacillus was forthcoming, the staphylo- 
coccus alone being found in two ; in one the staphylo-coccus 
was associated with the bacillus coli, and in two the bacillus 
coli was found by itself. From the above researches it would 
appear that the bacteria usually causing abscess in connection 
with the anus and the rectum are the bacillus coli communis, 
the tubercle bacillus, the strepto-coccus pyogenes, and the 
staphylo-coccus pyogenes. According to the above quoted 
authors, the tubercle bacillus also plays an important part in 
the production of these abscesses, even in subjects in whom 
there is no other evidence of the tuberculous diathesis. 
These bacteria may gain access to the peri-anal or peri- rectal 
connective tissue, either locally or through the blood stream. 

The above mentioned sources of infection operate from 
within the rectum, but there are also others which operate 
from without. Of these, traumatism of any kind, such as 
kicks upon the anal region, falls upon the buttocks, riding 
upon a badly fitting saddle, either upon a horse or a cycle, or 
the constant joltings of a long and tedious drive in a cart, 
or sitting on a wet, damp, or cold seat, predisposes to the 
formation of an abscess. 

Apart, however, from these local lesions, the constitutional 
condition of the patient exerts considerable determining in- 
fluence on the possibility of pus formation, the bacteria being 
probably conveyed to the damaged tissue by the blood stream. 
A healthy individual, in whom tissue change is active, and 

* Chirur^'ie du Rectiiin. p. 130. 
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whose physiological resistance is normal, may receive even 
severe injuries and suffer no ill-effect in consequence. Where- 
as, in one whose constitution is impaired by disease, want, or 
exposure, similar injuries will be followed by far reaching 
effects. Pathology inclines us to the belief that the condition 
understood by a good or a bad constitution, is really the 
power or the disability to resist the invasion of micro- 
organisms. Given an individual with impaired physiological 
integrity, it matters not whether the bacterial invasion takes 
place locally or by means of the blood stream, the result is 
the same, manifestation of bacterial activity and supremacy^ 
By this argument alone can we reconcile the frequent ex- 
perience that there are many individuals who suffer from 
lesions of the rectum and anus, or receive such injuries to 
those parts as have been mentioned above, and yet in whom 
no suppurative phenomena develop. We have notes of several 
cases in which an abscess supervened many months after an 
injury was received in the locality. We think the explana- 
tion of this is that, in the interval between the receipt of 
the injury and the appearance of the abscess, some depressed 
condition of the constitution occurred, which permitted the 
advection, through the blood stream, of the infective agent to 
the damaged tissue, and we may take it that in these 
instances, had not the physiological integrity been impaired 
no suppuration would have ensued. 

Varieties of Abscess in this Region. 

The different forms of abscess that may be met with are : 

(a) the subcutaneous, 
(h) the ischio-rectal, 
(c) the submucous, 
{(l) the pelvi-rectal, 
(e) the labial. 
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In addition to the above varieties, absceBBes in this region 
are occasionally met with which have their origin in suppura- 
tive conditions of the prostate, the urethra, Cowper's or 
Bartholin's glands. Also a subgluteal abscess may find its 
way into the pelvis through the great sacro-sciatie foramen 
iind thence passing through the levator ani, appear in the 
ischio-rectal fossa (see fig. 22). 



KiQ. 82.— An IscHio-BEcTAt Abscbm r 

A SUBOLCTRAL AB9CBSB THBOCTOH TSB GREAT SaCBO-BCIATIC FoBAUEN. 

The scar on the buttock ahowe the extenBive burrowing beneath the glutauB 
maximue. The scar in the lechio-reetal foesa sbows where the pus pointed 
after Ite twurae through the pelvia. No traek oonnectlng these two oiieoingg 

pBlvi-reKtal region was marked. 

The accompanying diagrammatic representation of the 
rectum and its immediate surroundings will enable us to 
follow the course taken by these abscesses by bringing to 



mind the several structures which either impede or guide 
extension in different directions (see fig. 23). 



iDteroal sphinctec. 

Thus it will be seen that an abscess starting in the 
subcutaneous tissue will find a ready outlet through the 
integument and will have no occasion to extend into the 
ischio-rectal fossa or to rupture into the rectum. The ischio- 
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rectal abscess being situated beneath the stratum of deep 
fascia will, in addition to finding an exit, on the surface, 
be liable to make its way into the rectum between the 
internal and the external sphincters by passing between 
the fibres of the tendinous insertion of the longitudinal 
muscular coat of the rectum. The pelvi-rectal abscess being 
situated above the levator ani will either remain confined 
to the pelvi-rectal space, or by passing downwards between 
the fibres of the levator ani invade the ischio-rectal fossa 
secondarily. The submucous abscess, being located beneath 
the mucous membrane, will either find an exit by perforating 
the mucous membrane at the level of its seat of origin or 
extend downwards, until it reaches the subcutaneous tissue 
at the anal margin and perforates there. 

(a) Subcutaneous Abscess. 

The Subcutaneous Abscess is superficial to the deep fascia 
and to the planes of muscular tissue, with the exception of 
the corrugator cutis ani which belongs to the subcutaneous 
tissue. It may originate in a sebaceous follicle, the follicular 
abscess ; from extravasated blood, or from the lower extremity 
of a fissure, the marginal abscess. 

The follicular abscess may be single but is more generally 
multiple, for the reason that a number of neighbouring seba- 
ceous follicles become infected at the same time or soon 
after each other. It is usually met with within a radius 
of two inches from the anal margin. Occasionally several 
abscesses may develop, the whole series extending over a 
period of several weeks or months. It is more prevalent in the 
summer and autumn months than during the other seasons 
of the year. In size it is small as a rule, and shows no 
tendency to open into the rectum, but rather to burrow 
away from it. Neighbouring abscesses of this nature are 
especially liable to coalesce with one another, causing in 
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such cases considerable aubeutaneous burrowing (see fig. 24). 
Frequently they are confined to one side of the rect'im only. 
However extensive such burrowing may be, there is rarely 
any communication with the rectum, and, therefore, a fistula 
seldom results. 



Flo. 24. — ShOWIHQ the EXTEKSIVB SUBCITAKEOCS BUBHOWlli& CACaEL> 

BY ABJACBNT FOLLICULAE Aj)3CE88BS. 

The photoijraph b-sb taken soon after the burroning had been laid oi>eii. It will lie 

notli^ed that the veotuiii has not lieen ijiterfeieii u-iih. 

Symptoms. — A follicular abscess manifests itself by itching, 
soreness and pain in the anal region, inability to sit and dif- 
ficulty in walking. When touched great pain is complained of. 

Physical e j:ami nation. —lu. the early stage of its existence 
the abscess is small, superficial, circumscribed and freely 
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movable over subjacent tissues, enabling it to be lifted up 
between the fingers and thumb. The overlying skin in the 
earlier stage is often, but not invariably, reddened. When 
seen at a later stage both the overlying and the surrounding 
skin are intensely congested, and there is central softening 
with surrounding cedema. Very often, if the abscess is 
on the point of breaking, the pus can be seen beneath the 
epidermis. 

The Marginal Abscess, as its name implies, is situated close 
to the anal margin. It originates from septic infection of an 
extravasated clot of blood or as a localized cellulitis in the 
immediate neighbourhood of the lower extremity of a fissure. 
This variety of abscess is always single, and may be situated 
at any point in the anal circumference. When the abscess 
results from blood extravasation, it may burrow towards the 
rectum, passing superficially to the external sphincter, and 
ultimately opening into the rectum. The burrowing also 
extends outwardly and opens on to the surface from a half to 
one inch distant from the anal margin, thus forming a com- 
plete fistula of the simplest kind. When the abscess super- 
venes upon a fissure, it usually opens externally from a quarter 
of an inch to one inch from the anal margin, the internal 
opening being situated at the lower extremity of the fissure. 
The sinus of the resulting fistula in this case is wholly sub- 
cutaneous, and differs from the preceding in that it does not 
extend beneath the rectal mucous membrane. 

Symptoms. — The marginal abscess being situated near the 
anal verge is accompanied by constant pain. By being con- 
tinuous the pain differs from that attending fissure, which 
supervenes at, or soon after, ea<-h action of the bowels and 
lasts for a definite period (see fissure). The pain is often 
of a throbbing character, and is intensified by each act of 
defaecation as well as during sitting and walking. There is 
also a sense of fulness at the anus. 
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Physical Exaniination. — On separating the nates a swelling 
is found close to the anal margin, which is more prominent 
when the abscess is due to an extravasated clot of blood than 
when it has been caused by a fissure. In the former case the 
pus has to make its way through intact and healthy skin, a 
process taking several days or a week or two to accomplish, 
whereas, when an abscess forms in the neighbourhood of a 
fissure, there is but connective tissue intervening between the 
abscess cavity and the fissure, so that in two or three days 
after the appearance of the abscess this barrier of connective 
tissue is broken through, the pus finding a ready exit through 
the fissure, and consequently the abscess has no need to be- 
come much distended and prominent. On this account also 
the blind internal fistula thus formed may exist for several 
weeks before ulceration through the skin takes place. The 
anus should now be carefully examined by requesting the 
patient to strain down while its margins are being drawn 
apart. In this way the presence of a pre-existing fissure can 
be detected and the question, whether the swelling extends 
into the rectum beneath the mucous membrane, decided. The 
finger should now be passed into the rectum, care being exer- 
cised to exert the pressure necessary for its introduction upon 
the side opposite to that on which the abscess exists, so that 
the pain caused by the introduction of the finger may be 
lessened as much as possible. A thorough exploration of the 
rectum can now be carried out without the infliction of much 
pain, and the presence or absence of other diseased conditions 
determined. As we shall see further on, an abscess may start 
entirely within the rectum as a submucous abscess and 
eventually point beneath the skin at the anal margin, thus 
simulating the appearance of the marginal abscess. Digital 
exploration will at once make the diagnosis clear as to whether 
a marginal abscess is or is not part of a submucous abscess, 
and thus indicate the method of treatment to be adopted 
(see pages 84 and 86). 

F 
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(fc) Jschio-rectal Abscess. 
The Isehio-rectal Abscess starts &b a focus of septic inflam- 
mation in the adipose tissue of the isehio-rectal fossa. The 
fat in this locality being but sparsely supplied by blood 
vessels favours the septic process, with the result that sooner 
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if the iibscesB 1b Intended to show the polntlne nndec the InteEumenl. 
Iglng between the external and internal apbiaotera, and the preeslng 
inxiuaB or tbe wbole CblckoeBB of the rectal wall over the absceBB. 

or later pus is formed. The resistance offered by the fatty 
tissue is so slight that the whole isehio-rectal fossa may soon 
become occupied by the purulent collection (see fig. 25). A 
reference to the anatomy of this fossa (see page 8) will show 
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that the pus is closely hemmed in on all sides by strata of 
fascia and moscle, which offer a considerable impediment to 
further extension. The weak points in the region are (1) the 
interval between the sphincters, {2) the incomplete stratom 
of deep fascia separating the fat of the fossa from that of 
the sabcataneons tissne, and (8) the incomplete attachment 
of the levatores ani to the ano-coccygeal ligament. In the 
young, the line of separation between the two sphincters, 
though existing, is not necessarily a weak point ; but as age 
advances the interval between these muscles becomes more 
pronounced, especially in the middle line posteriorly. Not 
only does this increased separation take place between the 
internal and external sphincters, but it is also found between 
the superficial and deep portions of the external sphincter. 
The reason for this increased separation between the internal 
and external sphincter is, we think, prolonged straining 
during defaecation. The separation is more marked in the 
middle line posteriorly on account of the attachment of 
the external sphincter to the ano-coccygeal ligament being 
its most fixed point, and, therefore, at this point the 
greatest force is exercised by the levatores ani when the}" 
contract. Accordingly the attenuation of the tissue between 
the sphincters in the middle line posteriorly constitutes one 
of the weakest points in the wall of an ischio-rectal abscess. 
Moreover, the increased strain thrown upon the attachment 
of the levatores ani to the upper surface of the ano-coccy- 
geal ligament causes this bond of union to be weakened 
and in this way a vulnerable point is produced posteriorly in 
the tissues separating one ischio-rectal fossa from the other. 
Bearing these facts in mind it is easy to follow the course of 
the extension of an abscess situated in the ischio-rectal fossa. 
Thus, having completely filled the fossa, further increase of 
the pus finds out the weak points in its walls. Consequently 
the abscess may burst into the rectum through the interval 

between the sphincters posteriorly, or it may make its way 

F 2 
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between the attachment of the levatores ani and the ano- 
coccygeal ligament and so gain access to the ischio-rectal 
fossa of the opposite side. Also, either before or after the 
above has happened, the pus may find its way to the surface 
through the deep fascia and appear beneath the skin, tracking 
both forwards and backwards in this situation. When both 
ischio-rectal fosssB have become invaded and subcutaneous 
burrowing has taken place on one or both sides, with rupture 
into the rectum in the middle line posteriorly between the 
sphincters, a typical posterior horse-shoe fistula is established. 

In women, on account of the looser texture of the ischio- 
rectal adipose tissue, an abscess starting posteriorly to the 
rectum may extend forwards in the ischio-rectal fossa on one 
or both sides, and discharge into the vagina before opening 
through the skin. In thisi way, the lower part of the rectum 
may be almost completely surrounded by the abscess cavity 
before any pointing on the surface takes place. Should such 
an abscess not have discharged itself in the middle line 
posteriorly between the sphincters, an event which would be 
recognised by the escape of pus from the anus, a digital 
examination of the rectum would render the diagnosis of the 
existing abscess an easy matter. 

Abscesses which start in the ischio-rectal fossa anteriorly 
to the transverse anal line are more superficial in their course 
than those starting posteriorly to that line. In these, the pus 
reaches the subcutaneous tissue at the outer margin of the 
external sphincter muscle and then extends forwards be- 
neath the skin towards and along the cruro-scrotal or cruro- 
labial fold. At the same time burrowing takes place in an out- 
ward and backward direction, usually, superficial to the inferior 
haemorrhoidal artery. The pus reaches the rectum between 
the internal and external sphincters at a point situated 
midway between the transverse anal line and the anterior 
margin of the anus, on the side on which the abscess exists. 
The internal opening may be situated at a point correspond- 
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ing to the interval between the sphincters, but sometimes it 
may be quite an inch or even more above this point, in 
consequence of the burrowing having extended upwards 
beneath the mucous membrane before bursting into the 
rectum. In such cases the burrowing may also extend even 
higher than this opening, a pocket being formed beyond it. 
Occasionally the forward burrowing passes subcutaneously in 
front of the anus to the opposite side, thus forming a sub- 
cutaneous anterior horse-shoe fistula. 

Symptoms. — The usual symptoms attending an ischio- 
rectal abscess are pain in the ischio-rectal fossa, inability 
to sit in comfort, difficulty and pain during defeecation and 
sometimes retention of urine. To these may be added more 
or less constitutional disturbance, especially in the early 
stages. The pain may take the form of a feeling of weight in 
the part or it may be of a dull aching or throbbing character. 
When the abscess bursts into the rectum or discharges ex- 
ternally, all the above symptoms are suddenly relieved. 
Should the opening temporarily become closed, the abscess 
cavity refills, and all the symptoms, with the exception of re- 
tention of urine, may recur. This cycle may be and usually is 
repeated more than once, and is often attended by additional 
burrowing. 

Physical Examination. — When the abscess is situated j?os- 
teriorly to the transverse anal line, by introducing the finger 
into the rectum a more or less globular swelling can be felt in 
the ischio-rectal fossa between that finger and the thumb of the 
same hand outside. In this way not only the main abscess 
cavity, but also the lateral burrowing from it on one or both 
sides of the rectum, can be readily made out, although exter- 
nally there may be no indication of the presence of an abscess. 
When the abscess is situated anteriorly to the transverse anal 
line, it is usually so superficial that it quickly points under the 
skin, and a digital exploration of the rectum is, therefore, not 
necessary for the recognition of its presence. Still, the intro- 
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duction of the finger into the rectum should never be omitted, 
as by this means much additional information may be obtained 
in regard to the starting point of the abscess and the extent of 
its lateral burrowing, 

(c) Submucous Abuce.si>. 
This variety of abscess originates in the submucous tissue, 
usually in the lower three inches of the rectum, and is gener- 
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The dlagrani in intended to show that the Hwelling caused by the abscess projecte only 
into the cavity of the rectum, and cannot ftierefore be felt externally. 

ally confined to one side of the bowel (see fig. 26). It shows 
a marked tendency to burrow downwards towards the anal 
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orifice. Lateral extension also takes place horizontally and 
in a slightly upward direction. We have never seen it extend 
all round inside the muscular wall of the rectum as the ischio- 
rectal abscess posterior to the transverse anal line occasionally 
does outside of it. When the burrowing has reached the 
margin of the anus, the pus is usually discharged through an 
opening situated either at the anal margin itself or about a 
quarter of an inch external to that point. A second opening 
may form at the upper extremity of the abscess cavity, but 
usually it is somewhere in the upper part of the abscess area. 
It is exceptional for openings to be met with at the extremi- 
ties of the lateral burrowings, there being sufiicient drainage 
established by the openings in connection with the main 
abscess cavity to prevent their formation. 

Symptoms. — The most prominent symptom of a submucous 
abscess is acute pain before, during, and after defaecation. 
There is also a constant feeling of weight and throbbing in 
the rectum which is from time to time temporarily relieved 
by the escape of pus from the abscess cavity. Difficulty in 
micturition is sometimes experienced. Constitutional dis- 
turbance, when it exists, is not so marked as in ischio-rectal 
abscess. 

Physical Examination, — On introducing the finger into the 
rectum, a procedure which will, unless very carefully and 
gently carried out, cause great suffering to the patient, a more 
or less elongated, smooth, tense or semi-elastic swelling will 
be felt in the rectal wall. This swelling cannot be pressed 
down towards the surface so as to be felt between the explor- 
ing finger and the thumb outside. When the abscess has 
burst before the examination, or the rupture has been caused 
by the examination, the examining finger, when withdrawn, 
will be found covered or streaked with pus. The sensation 
imparted to the examining finger in a case of recent absceae 
is similar to that imparted to the tongue by a gumboil. An 
abscess that has already discharged and is quite emptied of 
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its contents, feels like a nodule or a haricot bean in the 
submacoua tissne. 

(d) Pelvi-rectal Abscess. 
The pelvi-rectal abscess originates in the loose connective 
tissues existing between the levatores ani below and the re- 
flection of the peritoneum above. This space, varying in 



t pelvi-rectoi spaoa ; 

r tbe external spluDUter i auperftcial portion of Cb'e < 
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t^pth in different subjects, is known as the superior pelvi- 
rectal space, and was first described by Eichet* (see fig, 27). 

• Traits pratique d'Anat. med-ohirurg. 4th Ed. Paris 1B73, |i. 93. quoted hy Van 



ABSCESS. 73 

The connective tissue of this region is continuous with that of 
the meso-rectum, and of the broad ligaments in the female, 
And also with that surrounding the prostate gland and neck of 
the bladder in the male. Hence it follows that septic processes, 
starting in any of those situations, spread to the superior 
pelvi-rectal space, and therefore are noi prima facie connected 
with the rectum. However, there are instances in which the 
pelvi-rectal abscess owes its origin to the rectum itself ; such, 
for instance, as those supervening upon perforation of the 
rectum above the level of the internal sphincter. Foreign 
bodies in the rectum, e.g., fish bones, &c., may, though rarely, 
puncture the bowel above the level of the internal sphincter 
and so set up an abscess. Ulcerative processes extending up 
the rectum followed by stricture below its upper limit ; the 
partial tearing through of the attachment of a polypoid growth 
situated above the level of the upper border of the internal 
sphincter ; and also advanced malignant disease of the lower 
part of the bowel, may lead to perforation and the formation 
of a pelvi-rectal abscess. Suppuration resulting from any of 
the above causes readily extends in the plane of connective 
tissue, and it is easy to understand how widespread the result- 
ing burrowing may be. A diffuse cellulitis in this situation is 
fraught with great danger to life, as the pus may make its way 
into the general peritoneal cavity and so induce septic peri- 
tonitis. This termination is more likely to occur in the acute 
forms of the disease. When the abscess runs a more chronic 
course, thickening of the abscess wall, especially on the peri- 
toneal side, affords protection against perforation in that 
direction. Sooner or later, however, in these cases the pus 
£nds its way through the fasciculi of the levatores ani and so 
reaches the ischio-rectal fossa, appearing there as an ischio- 
rectal abscess (see fig. 28). It is this kind of abscess which 
causes the deep anterior horse-shoe fistula, the recto-urethral 
Jistula, and sometimes the much more common posterior 
horse-shoe fistula, the burrowing having, to a greater or lesser 
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extent, encircled the rectum, before it extended to the ischio* 
rectal fossa, where it follows the usual course of burrowing in 
that situation (see page 67). A well marked case of pelvi- 
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rectal abscess invading the ischio-rectal fossa on both aides, 
was recently under our care. The abscess undoubtedly started 
as a localized tuberculosis of the lymphatic glands in the meso* 
rectum. At the operation, when the burrowing in the is hio- 
rectal fossje was laid open, an aperture was found in the 
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interval between the levatores ani posteriorly, which led into 
a second abscess cavity above the level of the levatores. Into 
this second abscess a probe passed readily for a distance of 
four inches, directly in front of the sacrum, showing clearly 
that the upper limit of the cavity was situated between the 
layers of the meso-rectum. The diagnosis of the tuberculous 
nature of the abscess was strengthened by the co-existence 
of well marked tuberculous ulceration of the larynx, which 
had developed several months before the abscess manifested 
itself. 

Symptoms. — The initial symptoms marking the onset of an 
abscess in the superior pelvi-rectal space are those of an 
ordinary case of pelvic cellulitis. In the acute forms, these 
symptoms are well marked, there being great constitutional 
disturbance with pain, of a more or less acute character in the 
pelvis, which may also radiate to the lumbar and sacral 
regions and, in some instances, extend down the thighs. In 
the more chronic cases, these symptoms, or some of them, 
are less pronounced, and, in fact, may be absent. Until, 
however, symptoms definitely referable to the rectum develop, 
these cases may be readily overlooked, unless caused by 
cancer or benign stricture of the rectum. The appearance 
of the abscess in the peri anal region should at once lead to 
the correct diagnosis of the case. In addition to the existence 
of an abscess in the ischio-rectal fossa, other symptoms, such 
as pain and difficulty during defaecation, persistent passage 
of pus by itself or with either faeces or flatus, a sensation of 
weight and bearing down in the rectum and difficulty in 
micturition or even retention of urine, are usually present. 
So soon as the ischio-rectal fossa becomes implicated, all the 
local symptoms of abscess in that locality manifest themselves 
(see page 69). 

Physical examination. — In the earlier stage there may be 
no external indication of an abscess in the peri-anal region, 
the ischio-rectal fossae preserving their usual appearance. On 
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introducing the finger into the rectum, however, a distinct 
fulness or swelling, encroaching upon the lumen of the bowel 
and extending upwards beyond the reach of the finger, can 
be felt. The lower margin of the swelling may be above the 
upper border of the internal sphincter, indicating that the 
abscess has not yet found its way into the ischio-rectal fossa. 
It must be remembered, however, that there are other localities 
to which a pelvi-rectal abscess may extend, namely, the iliac 
fossa, the lumber region, and also the gluteal region via the 
great sacro-sciatic foramen. Accordingly, if the swelling felt 
from within the rectum be found to extend upwards beyond 
the reach of the finger, these localities also should be carefully 
examined. When a pelvi-rectal abscess has invaded the ischio- 
rectal fossa, the external signs are those of an ischio-rectal 
abscess, if only one fossa is involved ; or those of an anterior or 
posterior horse-shoe fistula, when both fossae are implicated. 
Under these circumstances, digital exploration of the interior 
of the rectum will throw much light upon the seat of origin 
of the suppuration, and should always be made in order to 
ascertain whether the swelling seen externally extends beyond 
the uppermost limit of the ischio-rectal fossa. 

(e) Labial Abscess. 

An abscess originating in the labium majus remains 
confined in most instances to the labium. Occasionally, 
however, it may extend backwards subcutaneously into the 
rectal triangle, burrowing in this direction by the side of and 
beyond the anus. A lateral offshoot may also pass trans- 
versely across between the anus and the fourchette to the 
opposite side, thus simulating a subcutaneous anterior horse- 
shoe fistula but differing from it in not having an opening 
into the rectum, though an external opening in the peri-anal 
region may exist. Occasionally, there is an opening into the 
vagina on its posterior wall, varying in position from half an 
inch to an inch above the introitus. We have seen one case 
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in which an abscess, starting in the left labium majus, ex- 
tended into the rectal triangle, and passing backwards deeper 
than the left inferior hsBmorrhoidal artery, burrowed beneath 
the ano-coccygeal ligament and pointed in the ischio-rectal 
region of the opposite side, where an incision was made into 
it. Fortunately for the patient, no rupture into the rectum, 
had taken place, although a marked bulging could be felt in 
the middle line posteriorly between the internal and external 
sphincters, one of the weak spots to which we have already 
drawn attention (see page 67). This burrowing healed without 
any division of the external sphincter being required. 

Symptoms. — These are identical with those of the ordinary 
peri-anal or ischio-rectal abscess. Careful inquiry should 
elicit the fact that the abscess started in, and was for a time 
confined to, the labium majus ; and that the appearance of 
the abscess in the peri-anal or ischio-rectal region, with its. 
attendant symptoms, was subsequent to the labial trouble. 

Physical examination, — In the female, attention should be 
paid in all cases to the direction of the forward burrowing 
from an abscess in the peri-anal region. When the abscess- 
originates in the anal or ischio-rectal region, the forward 
burrowing is found subcutaneously in the cruro-labial fold. 
When the burrowing does not extend into the cruro-labial fold 
but takes a course internal to it, it may be found to extend inta 
the labium. Accordingly, in these cases, the labium should 
always be examined for induration or swelling. The point 
we wish to emphasize is, that an abscess originating in the 
labium does sometimes extend backwards into the rectal 
triangle and appear as a peri-anal or ischio-rectal abscess, 
whereas the abscess starting primarily in the rectal triangle 
usually advances forward in the cruro-labial fold and does not 
extend into the labium. The recognition of this fact may 
be all important in the subsequent treatment of the case. 
Digital exploration of both rectum and vagina will greatly 
assist in making the diagnosis. 
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Treatmerd, 

Abscess in the neighbourhood of the rectum and anus 
should be treated Uke abscess in other situations, i.e., hy free 
evacuation. As a rule, when a case of abscess in this part of 
the body is seen by the surgeon, either the abscess is pointing 
or has already burst through the skin, the patient having 
wasted time by applying poultices, &c. Occasionally a case 
is seen in the presuppurative stage, there being an absence 
of softening and fluctuation. Whenever an inflammatory 
swelling is present in the anal region or in the neighbourhood 
of the rectum, and it is probable that the formation of 
pus will ensue, a free incision should be made into the swell- 
ing with as little delay as possible. When pus has formed, 
an evacuation of the abscess cavity relieves tension and so 
prevents the burrowing which is certain to take place should 
it be left unopened. In those instances where the presuppura- 
tive stage only has been reached, an early and free incision may 
ward off the impending tissue necrosis, so that resolution, 
more or less complete, follows. Such a result is very rarely 
obtainable because tissue destruction has probably taken place 
to a certain extent even before pus has formed : but if the 
incision be made early, the extent of necrosed tissue may 
be so small that the resulting abscess cavity quickly 
heals. It is our opinion that, if peri- anal and peri- 
rectal abscesses were efl&ciently treated as soon as they made 
their appearance, fistula would be an extremely rare form of 
disease. 

Palliative Treatment. 

This should only be resorted to when the patient abso- 
lutely refuses to have an incision made, or when other 
conditions render an operation inadvisable. But we can 
hardly conceive conditions in which a simple incision into 
iin inflammatory swelling in this part of the body could 
be productive of any harm. Palliative measures con- 
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sist of rest in the recumbent position ; hot fomentations 
frequently apphed ; and warm sitz baths at short intervals. 
The bowels should be freely relieved by gentle laxatives, 
aided by the injection of an ounce of olive oil at night to 
soften any hardened masses of faeces that may be present. 
The diet should be light and nutritious. 

The above treatment certainly relieves the patient of a 
good deal of pain and also facilitates the pointing of the 
abscess ; but it must be remembered that until the pus reaches 
the surface and discharges, the risk of lateral burrowing 
taking place from the main abscess cavity is constantly present, 
and, should simultaneous rupture into the rectum and on to 
the surface take place, a complete fistula will be at once 
established. There are cases of abscess in the peri-anal region 
which, having been left to themselves, have broken spon- 
taneously and yet no fistula resulted ; but these are few and 
far between. 

Operative Treatment. 

We would strongly urge that every abscess in this 
locality be freely incised as soon as it is seen. In this 
way the probability of a fistula resulting is immensely 
diminished. Some abscesses terminate in a fistula in spite of 
being freely incised even in their quite early stages, but these 
are the exception. In such cases it is possible that the 
constant movement in the sphincters is the cause of the non- 
closure. The incision will, however, have relieved the tension 
and prevented further lateral burrowing. In this way it 
may reduce the resulting fistula to a straight sinus, which 
will need but a simple operation for its cure. 

Operation. 

When operating upon an abscess in the peri-anal 
region, the incision into it should be sufficiently free to 
extend from one extremity of the surrounding induration to 
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the other. It is not sufQcieut to limit the incision to the 
area in which pus has formed hecause, the tension being 
relieved, the margins of the wound will fall together and 
good drainage will not be established. Even when the 
incision extends well beyond the limits of the abscess cavity, 
we recommend that a second incision be made at right 
angles from the centre of the first in order to ensure 
gaping of the opening {see fig. 29). 
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It vlll be observed iht.li the T-sbaped opening widely gapes altboiigh do maoual 
traction is being made on its sides. 

Accordingly we always make use of a T-shaped or a 
crucial incision, as by this moans the wound is given the 
best chance of healing from the bottom. Having made 
these incisions, all septa that are found to exist, should be 
gently broken down by the finger. When lateral burrowing 
has taken place, it should not be laid open, unless it is 
extensive, as the greater part of it will disappear with the 
filling in of the abscess cavity, and unnecessary incisions may 
thus be avoided. Even extensive abscesses which, if left to 
themselves, would lead to a complex fistula, will often 
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contract down into a single ainuB, if freely opened by a T 
incision. In making use of the T'Bhaped or the crucial 
incision, care should be taken that all their extremities extend 
beyond the indurated area into healthy tissue so far as the 
skin is concerned (see fig. 30). 



Pra. 80.— iLLusiBATiHa thb Extent of thb T Incision. 

The dotted line represents the linjit of the area of inflammation. 

The points to be observed in opening a peri-anal abscess 
e: — 

(1) To adopt the T-shaped or crucial incision, where 
permissible. 
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(2) To extend each extremity of the T-shaped or 

crucial incision, so far as the skin is concerned, 
slightly beyond the inflammatory zone.* 

(3) To break down all septa in the main abscess 

cavity. 

(4) To ignore limited lateral burrowing until an 

opportunity has been given for it to close without 
incision. 

If these suggestions be carried out, and the abscess is seen 
before it has burst into the rectum, a fistula will seldom 
follow. The reason why fistula so frequently follows an 
abscess is, we feel sure, due to the following causes : — 

(1) The opening of the abscess is delayed too long. 

(2) When the opening is made, the incision is 

frequently far too small. 

(3) The form of the incision is linear, usually 

radiating from or parallel to the anus. 

It must be borne in mind that all incisions into an 
abscess are shortened with the contraction of its cavity, and, 
therefore, an incision which appeared to be sufficiently long 
when it was made, very soon becomes too small to allow of 
good drainage. The incision being small, its edges readily 
come together, and may unite during the healing process 
before the abscess cavity has been obliterated. In consequence 
of this, the abscess may refill and lateral burrowing take place, 
with the result that, sooner or later, a fistula is formed, either 
with or without an opening into the rectum. A linear incision, 
therefore, is often insufficient to secure free drainage of an 
abscess in this part of the body. When, however, the T- shaped 
or crucial incision is adopted on the lines we have suggested 

* The limits of the inflammatory zone can sometimes be clearly seen when the 
patient is under the influence of ether, on account of the lividity produced in the 
overlying skin. 



above, the marginB of the wound gape and remain apart until 
the absoeBB cavity has bden obliterated (see fig. 31). 



Fio, 3X,— Showino thb T- shaped Wound pabtullt healed. 

The Method of Operating. 

The method to be adopted varies with the particular form 
of abscesB to be dealt with. 

The follicular abaceaa. — These abaeesses should always be 
opened with a crucial incision. When met with in an early 
stage, the whole of the abscess may be lifted off the sub- 
jacent tisEues between the finger and thumb, and, while held 
in this position, the bistoury should be passed through the 
whole length of the abscess. A second incision should then 
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be made at right angles to the first, the centre of the incisions 
passing through the deepest part of the induration. As a rule, 
there is very little bleeding, and it quickly ceases. As soon 
as the opening has been completed, a hot boracic fomentation 
should be applied. 

The marginal abscess may also be opened by a crucial 
incision (we almost invariably adopt the T-shaped incision), 
care being taken not to damage the external sphincter. In 
order to make the incision, the index finger of the left hand 
should be introduced into the rectum and the abscess grasped 
between it and the thumb outside. The first incision should be 
made parallel to the anus ; while the second is made at right 
angles to the first by introducing the point of the knife beyond 
the outer margin of the abscess cavity, opposite the centre of 

9 

the preceding incision, and bringing it out at the centre when 
a T incision is desired, or carrying it on through the opposite 
margin when a crucial incision is to be made. The objection 
to the use of the crucial incision, in a marginal abscess, is that 
the external sphincter may be damaged. The pus having 
been evacuated and the cavity washed out with some per- 
chloride of mercury solution, a small plug of cotton wool 
should be passed into the cavity and retained in position by a 
bandage. 

The ischio-rectal abscess. — When this form of abscess is 
pointing on the surface, it should be freely opened by means 
of a T-shaped incision, the horizontal limb of the T being 
parallel to the anus, and the vertical limb running out- 
wards from its centre (see fig. 32). It is not necessary to 
introduce the finger into the rectum in order to make this 
incision. When this is done a good deal of unnecessary pain 
is inflicted upon the patient, unless he is under the influence 
of a general anaesthetic. The abscess having been opened, all 
septa should be broken down by the finger, and the wound 
freely irrigated and then plugged with cotton wool. There 



is generally free bleeding for a few minutes after the inciBions 
have been made, but the divided vessels seldom require a 
ligature, as the plugging readily stops the hfemorrhage. 



Fia. 32.— SliSBLlI OP A T-BHAFBD IHCI3IOH INTO AN ISCHIO-RBCTAL 

Abscess. 

Tbe dotted line rppreseatB the outer margin of tbe indurated area. 

When the abscess is situated deep in the iscbio-rectal fossa 
and is not yet pointing beueath the skin, the index finger 
of the left hand should be introduced into the rectum and 
the abscess pressed down towards the surface by this means. 
The finger in the rectum also enables the surgeon to define the 
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exact limits of the abscess and to determine the direction in 
which the knife should pass to its cavity. The first incision 
should be as large as possible, care being taken that the 
neighbouring muscular structures are not damaged. The 
T- shaped incision is then completed, and the wound irrigated 
and plugged. As this manipulation causes considerable pain, 
the operation should be performed under the influence of a 
general anaesthetic. 

The submucous abscess. — The finger should be introduced 
into the rectum, and the wall of the abscess carefully examined 
with a view to determining the position of neighbouring 
branches of the superior hsBmorrhoidal artery. If the abscess 
has burst into the rectum, a fact which will be recognised by 
the presence of pus in the rectum, the opening will probably 
be found at its lower extremity and should not be enlarged, 
because we have generally found that an injection of an ounce 
of olive oil, night and morning, and rest in bed, with light diet, 
suffices for its ultimate closure. If healing does not take place 
within two or three weeks, the abscess cavity or resulting 
sinus should be laid open from end to end by a linear incision, 
care being taken, when introducing the director, not to include 
the branches of the superior hsemorrhoidal artery (see p. 26). 
If one of these branches be divided a plug should be intro- 
duced into the wound, a pad placed outside the anus, and 
a T bandage applied. This is, as a rule, all that is necessary 
for the arrest of the bleeding, but, sometimes, it may be 
necessary to introduce a speculum and apply a ligature to the 
bleeding point. 

Occasionally a submucous abscess is met with before rupture 
into the rectum has occurred. Under these circumstances, 
a small T-shaped opening should be made into the lower 
margin of the wall of the abscess and enlarged with a pair of 
dressing forceps. In making this opening, the horizontal part 
of the T should be parallel to the anal margin with the vertical 



ABSCESS. 87 

part extending upwards. If much haBmorrhage follows this 
procedure, pressure forceps should be applied to the bleeding 
points. By making an opening at the dependent part of the 
abscess, we are simply imitating the course usually followed by 
a submucous abscess when left to itself, and, therefore, the 
subsequent treatment should be the same as that indicated for 
an abscess that has burst spontaneously. 

When the lower margin of an unbroken submucous ab- 
scess is found to be situated more than an inch above the anal 
verge, the abscess should not, we think, be opened in this 
position on account of the difficulty that might be experienced 
in arresting haemorrhage. In these cases we always wait 
until the abscess has worked its way downwards to within an 
inch of the anal margin before opening it, because, in this 
situation, haemorrhage, should it take place, can easily be 
arrested. After a submucous abscess has been opened, a plug 
of cotton wool should be inserted into the wound. 

The Pelvi-rectal abscess. The method of operating upon a 
pelvi-rectal abscess depends upon whether the abscess has 
involved the ischio-rectal fossa or not. 

When the ischio-rectal fossa has not been invaded and 
the exploring finger can be passed well above the lower 
margin of an abscess situated postenorly to the transverse 
anal line, a long straight bistoury with its back towards the 
rectum should be passed through the skin in the right 
posterior (E.P.) quadrant and onwards into the abscess 
cavity, the finger in the rectum acting as a guide both as to 
the direction which the knife should take and also as to the 
depth to which it should be introduced. So soon as resist- 
ance to its onward progress ceases, the knife should be with- 
drawn, the wound at the same time being enlarged in the E.P. 
direction. A pair of dressing forceps should now be passed 
into the abscess cavity, then widely opened and withdrawn. 
The linear incision which has so far been made should 



88 DISEASES OP THE ANUB AND RECTUM. 

now be converted into a T-shaped incision by making 
another across its inner extremity, care being taken, in 
doing BO, not to damage the sphincter muscles (see fig. S3). 



Fro. 38.— DiAasiM of a T-9Hapbd IsnsiON into a Pblti-Sbctal Abscehb 

BITCATES P09TBBI0RLY TO TRE THANevE&BE ANAL LIVB. 

Ths dotted line reprBSentB the traaavtrne anal lint! and thu eonllnuouB line extending 
in the RP. direction ludicateB the hrst inciniou made in openiiie the sbaceBB. 

When the abscess is situated aulerinrhj to the iransrerse anal 
line, it should be allowed to burrow downwards to within 
an inch of the surface before it is opened. When it has 
reached this point, it may be easily and safely opaned by a T 
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When the ischio-rectal fossa has been invaded by the pelvi- 
rectal abscess before the case comes under observation, it 
should be opened as an ordinary ischio-rectal abscess and then 
a pair of dressing forceps should be passed into the cavity of 
the pelvi-rectal abscess through the aperture in the levator 
ani, which should be enlarged freely by withdrawing the 
widely opened forceps. When the abscess burrows into the 
ischio-rectal fossa posteiiorly to the transverse anal line, the 
aperture leading from the pelvi-rectal abscess to the ischio- 
rectal fossa is usually found near the middle line. When it 
burrows anteriorly to the transverse anal line it is, as a rule, 
situated laterally at the anterior part of the ischio-rectal 
fossa and not in the middle line anteriorly. 

In all cases of abscess in the ischio-rectal fossa, the con- 
dition of the rectum above the abscess should be carefully 
examined in order to ascertain whether the abscess originated 
in the pelvi-rectal space. This possibility should be borne in 
mind, when, on laying open an abscess in the ischio-rectal 
fossa, an unusual quantity of pus is evacuated. The pelvi-rectal 
origin of the abscess should also be suspected and the opening 
through the levator ani searched for, when, after operating 
upon an ischio-rectal abscess, the discharge of pus remains 
plentiful and shows little, if any, tendency to diminish. 

The labial abscess. — When the abscess is confined to one 
labium it should be opened freely by a T incision, the hori- 
zontal part of the T being in the long axis of the labium and 
the vertical part running outwards. When the abscess has 
extended beyond the labium and points in the ischio-rectal 
fossa, that part of the abscess should be opened by another 
T" incision. The intervening track between the openings 
should not be laid open, except when superficial to the 
muscular fibres, lest the sphincter vaginae be divided. When 
the abscess has extended into the opposite labium, a T 
incision should be made in that situation, but the track, unless 
subcutaneous, should not be opened. 
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After Treatment, 

Too much attention cannot be paid to the details of the 
after treatment of an ano-rectal abscess. Although the opera- 
tion may have been thoroughly performed, a fistula may 
result ; but such a termination can, in many cases, be averted 
by constant care during the whole of the process of repair, 
especially when the abscess has been laid open in the earlier 
stages of its formation. 

About four hours after the operation has been performed, 
by which time all bleeding will have ceased, the patient 
Bhould be placed in a sitz bath for about 20 minutes, the 
temperature of the water being such as he can comfortably 
bear, and maintained at that degree during the period. 
The bath should be repeated night and morning until 
healing has taken place. In the interval between the 
baths, hot boracic fomentations should be applied every two 
hours while the discharge is profuse, and every four or six 
hours as soon as the reparative process is thoroughly 
established and the quantity of discharge is steadily dimin- 
ishing. At least once in twenty-four hours the wound and 
abscess cavity should be irrigated or syringed out with a 
solution of Hyd. Perchlor (1 — 500), and any partially 
detached slough removed. As granulation, proceeds irreg- 
ular healing should be carefully prevented. The surface 
of the wound should be sponged by a small piece of cotton 
wool, twisted on to the end of a probe, in order to break down 
any bridging over of the granulations. This important detail 
in the after treatment should always receive attention, because, 
in this way, much may be done to prevent the abscess 
resulting in a fistula. 

The patient should be kept in bed or on a couch until the 
abscess has almost healed. Many abscesses will heal without 
the patient resting during the day time, but the process 
of healing takes longer, and more often fails than when con- 
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tinuous rest is enforced. For the first two or three days 
after the operation the diet should be light, but, as soon as 
healing is going on satisfactorily, plenty of good plain food 
should be given. The bowels should be kept confined for about 
forty-eight hours and then freely relieved, after which a daily 
evacuation should be obtained. The nightly injection of an 
ounce of olive oil is certainly most useful for this purpose, 
because it lubricates and softens the motion, thus preventing 
it from being passed in large masses. The passage of a large 
and hard mass of fsBces may, by over-stretching the rectum 
and anal canal, irritate the abscess cavity, and so predispose 
to the formation of an internal opening. 
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CHAPTEE IV. 



ANO-RECTAL FISTULA. 

The term fistula is derived from the Latin word fistula^ 
a reed or pipe, and has been applied to the disease in question 
on account of flatus escaping from the rectum through the 
track of a complete fistula. A fistula is always preceded 
by an abscess and is a contracted, but unobliterated, abscess 
cavity which has been prevented from completely closing 
by the constant action of the sphincter muscles, combined 
with the continual movement of the part during deep respira- 
tion, micturition, the passage of flatus or faeces, and muscular 
effort such as running, walking, or lifting heavy weights. A 
typical complete fistula consists of a sinus opening externally 
on to the skin surface in the anal region or adjacent thereto, 
and internally into the rectal cavity. There are several devia- 
tions from this simple form of fistula. One internal opening 
to a fistula is the rule, a multiplicity of internal openings 
being the exception. In all but the simplest forms of fistula 
a single external opening is exceptional. The single fistula 
is the rule, the multiple the exception. 
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Varieties of Fistula. 
There are three forms of fistula recognised by all Burgeons, 
viz., (1) the complete; (2) the blind external; (8) the blind 
internal. It may be accepted aa a fact that all fistulie are at 
first incomplete. 

(1) The Complete Fistula. 
In a complete fistula there is an external opening 
through the skin and an internal opening through the rectal 
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Fro. 84.— A CouPLBTB FisTntA DiiOEAMMiTicALLY Bbpbbbehtbd. 
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The oourae taken by tbe track is well shown. Starting from tbe eiternai op. 
It first pasBBB suboutaneously, then it dips down beaeatll the external Bphlnctei 
flDallv, passing between it and the internal sphincter perforates tbe m 
meoiDrane exactly opposite the mterval between the ephincters. 
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wall, these two apertures being connected by an intervening 
track or sinus. When the main track is in the ischio-rectal 
fossa, it generally passes between the internal and external 
sphincters to open into the rectum. In order to do this, when 
starting as an ischio-rectal abscess, it insinuates itself between 
the tendinous fibres of insertion of the longitudinal muscular 
€oat (see fig. 34). When the main track is not in the ischio- 
rectal fossa, and has arisen from a pre-existing fissure, it may 
pass subcutaneously throughout (see fig. 37) ; or it may 
insinuate itself between the superficial and the deep portions 
of the external sphincter before opening externally, the tendi- 
nous insertion of the longitudinal muscular coat preventing 
it from entering the ischio-rectal fossa (see fig. 38). From 
the outer extremity of the main track one or more lateral 
sinuses may pass off, either ending in a cul-de-sac or open- 
ing on the skin surface by a secondary aperture. In some 
instances a lateral off-shoot may arise from the inner 
extremity of the main track after it hap passed through the 
interval between the sphincters, and then it usually takes an 
obliquely upward course beneath the mucous membrane. 
The internal opening of a complete fistula is usually exactly 
opposite the interval between the sphincters, but occasionally, 
when there is submucous lateral burrowing, it may be situated 
at a higher level. 

(2) The Blind External Fistula. 

(2) In a blind external fistula, there is only an opening 
through the skin, the track of the fistula terminating in a 
cul-de-sac. The main track of this form of fistula may be 
entirely subcutaneous, especially when it is the result of a 
follicular abscess. When the track extends into the ischio- 
rectal fossa, it may be simply the unobliterated portion of a 
previously existing complete fistula, the internal opening of 
which has become temporarily or permanently closed. This 
supposition is substantiated by the fact that the blind ex- 
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tremity of a track in the iBchio-reetal fossa is nearly always 
directed towards the interval between the sphincters (see 
fig. 35), and very often passes between them, only denuded 
nrncouB membrane separating the inner end of the track from 
the cavity of the rectum. 
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(3) The Blind Internal Fistula. 
(3) In a bhnd internal fistula, an opening exists only in 
the rectum. There is no opening on the skin surface. The 
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track of the fistula may be (a) subcutaneous, (b) submuscular 
or (c) submucous. 

(a) Subcutaneous. — In this variety the track is confined 
to the subcutaneous tissue and passes superficially to the 
external sphincter. It usually takes a radial course from 
the anal margin, and seldom exceeds an inch and-a-half in 
length. As a rule it is about half-an-inch long. There is 
seldom any lateral burrowing. The internal opening will 
usually be found in the floor of a fissure or in a circumscribed 
ulcer at the anal margin. 

(&) Submuscular. — When the track takes a submuscular 
course it may pass either between the two portions of the 
external sphincter or between the internal and external 
sphincters. When the fistula has been caused by the 
puncture of a foreign body, or by ulceration through the rectal 
wall, above the internal sphincter, the track is situated in the 
pelvi-rectal space. If the track pass between the superficial 
and the deep portions of the external sphincter, it is usually 
the result of a fissure, its blind extremity producing a small 
swelling at the outer border of the external sphincter. If 
the track pass bet\seen the internal and external sphincters, 
it involves the ischio-rectal fossa, and may have caused con- 
siderable burrowing in that situation (see fig. 36). A blind 
internal I fistula of this nature may have originated in the 
ischio-rectal fossa, or it may be the result of burrowing from 
a fissure, in which latter case the internal opening will be 
found to be situated in the floor of the fissure. When the 
track passes through the rectal wall above the internal 
sphincter, there is usually extensive burrowing in the pelvi- 
rectal space, from whence the ischio-rectal fossa may be 
secondarily invaded. As we have already stated, this variety 
of blind internal fistula is usually the result of puncture of 
the rectal wall by a foreign body, or of perforation due to 
ulceration or carcinomatous infiltration. The frequency with 
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which the track from the interaal opening passes between 
the internal and the external sphincters, appears to us to be 
strong evidence that the majority of fistiilffi are in the first 
instance of the blijid internal variety. 




FlO. Se.— A BLUTD iNTBEtKAL FlBTULA DlASBAXUATICALLT BGPBEBBHTBD. 
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rectum. 

(c) Subrmu:om. — In this variety the track and its lateral 
off-shoots are confined to the submucous tissue. In a well- 
marked instance the treick can be distinctly felt as a cord-like 
thickening beneath the mucous membrane, though occasion- 
ally, if the preceding abscess has been small and circumscribed. 
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it may feel like a bean or indurated lymphatic gland. A blind 
internal fistula thus located, is usually the result of a fissure 
or of an ulcer in which perforation has only involved the 
mucous membrane. When due to fissure, the course taken 
by the track is, as a rule, obliquely upwards ; but when it is 
the sequel of an ulcer, the track may extend in any direction, 
though usually it approaches the muco-cutaneous junction. 

The Position of a Fistula, 
A fistula of either of these varieties may be met with in 
any part of the anal or ischio-rectal region, but there is a 
marked difference in the extent and course taken by the 
burrowing in those situated anteriorly to the transverse anal 
line, and in those situated posteriorly to that line. First, 
fistulsB starting posteriorly to the transverse anal line, gener- 
ally burrow more extensively than those met with anteriorly 
to it. Secondly, blind internal fistulae are met with more 
frequently posteriorly to the line than anteriorly to it. Thirdly, 
fistulae in tuberculous patients are met with more frequently 
anteriorly than posteriorly to the line, and very rarely on 
that line. 

The Multiplicity of Fistulce. 
Two or three distinct fistulae may be met with in the same 
patient. We have seen as many as four quite separate and 
distinct fistulae in the same individual. When more than 
one fistula is met with in the same patient, the cause may 
have been either ulcers in the rectum or the laceration of 
the walls of the rectum close to the anal orifice by a foreign 
body, such as a fish-bone, which, after having transfixed 
opposite sides of the bowel, may ultimately have been passed 
from the rectum during the passage of a motion (see fig. 48.) 
In cases of stricture of the rectum, several fistulae sometimes 
exist, the smaller fistulae communicating with the rectum 
below the lower end of the stricture, and the larger fistulae 
doing so in the area of the stricture or above its upper limit. 



ANO-RECTAL FISTULA. 99 

Etiology. 

The conditions that cause a fistula are identical with those 
that lead to the formation of an abscess in this region (see 
page 56), since every fistula is the result of an abscess. 

Age, — Fistula may be met with at any age in males. We 
liave seen cases in male infants under one year and, beyond 
that, at all ages up to 80 years. In females it is a very rare 
•disease under 20 years, although beyond that age, sex appears 
to have no influence in preventing it. The average age at 
which fistula is met with in males is 40 years, and, in 
iemales, 36 years. 

Sex. — Cases of fistula, in patients above 20 years, are 
met with in the proportion of seven males to one female, and 
almost exclusively in males under 20 years. 

Constitution. — Constitutional conditions predisposing to 
fistula and placed in the order of frequency in which they are 
met with, are overwork, the want of proper food, bad hygienic 
surroundings, intemperance, phthisis, diabetes, and such 
debilitating diseases as typhoid fever, etc. 

Parentage. — Fistula is not hereditary. In some cases of 
fistula it may be found that the father or the mother or other 
member of the family has had fistula, but this occurs so seldom 
that it appears to be only a coincidence. 

Constipation, when it is extremely obstinate, does un- 
doubtedly sometimes cause an abscess from which a fistula 
may result. In most cases of fistula not due to fissure or 
associated with piles the rectum is found almost, if not quite, 
'empty after a recent evacuation, and, as a rule, patients 
suffering from fistula, uncomplicated by piles or fissure, do 
not also suffer from constipation. 

Pregnancy does not, in our experience, predispose to or 
influence the formation of a fistula. 

H 2 
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Traumatism, fig&ure, polypoid growths, internal piles, ulcera- 
tion, stricture and carcinoma, may, under certain conditions, 
act as exciting causes. 
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Fistula due to Traumatism. 
Blows, kicks, oc falls upon the buttock occasion localized 
blood extravasation which may, under the influence oi con- 
stitutional depression, result in suppuration and finally 
terminate in fistula. 
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When a fistula results from the puncture of the rectal 
wall by a foreign body, such as a fish-bone, there are some- 
times two distinct fistulae, one on one side of the anus and 
the other almost opposite to it (see fig. 48). This position 
of the fistulae is due to the fact that the foreign body when 
pointed at both ends, usually transfixes both sides of the 
rectum during its transit of the anal canal. These fistulsB 
are primarily of the blind internal variety, but sooner or 
later may become complete. The internal openings corres- 
pond to the position of the original punctures, and they are 
not necessarily opposite the interval between the sphincters. 

Fistula due to Fissure. 

Fissure, when situated posteriorly, may be, and frequently 
is, the cause of the following three forms of fistula, the sub- 
cutaneous, the submuscular, and the submucous, the form of 
fistula depending upon the position of its internal opening. 

(1) The subcutaneous fistula is usually of the complete 
variety. The internal opening is situated at the lower mar- 
gin of the fissure, the sinus of the fistula running either 
slightly to the right or left of the median line and opening 
externally at a distance of about half an inch to one inch 
from the anus (see fig. 37). 

(2) The submuscular fistula is usually of the complete 
variety. When the central part of the floor of the fissure 
extends through the submucous tissue exposing the fibres of 
the external sphincter, a fistula may form, the track of which 
may pass either between the superficial and deep portions 
of the external sphincter (see fig. 38) or between the external 
and internal sphincters. In either case, the fistula will open 
externally about one inch to one inch and-a-half from the anus 
on its E.P. or L.P. side. It is important to bear in mind 
the fact, when operating, that the main track of a fistula 
may pass between the superficial and deep portions of the 
external sphincter. If the superficial portion only of the 
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muscle has been divided, the wound may heal very slowly 
on account of the deep portion being intact and in a state 
of constant spasm, especially in healthy, muscular patients. 



a Miicoiis membisne: 6 submucous tissue; c circular miiacular Bbrea: d loneitiidinol 
muBculftr flbrea; r pelvi-teotal space ;/ levator aai: jf iHobio-ieclftl toaett, *ln- 
leguinent: i teudiuoue iiuertioa of the loaeitudiua,! muscular fibres; j deep 
portion of the external sphincter; I: superficial portion of the exteiuu 

internal epbincteri x main track of fletula. 
The interna] opening is situated in the floor of the fiseure from ivhioh the main 
(rack first ascends and then bends round the upper border of the su]>erficial portioD 
of the external apblacter. 

This circumstance, we think, led the late Mr. Salmon tO' 
adopt his back cut, by which procedure he ensured complete 
division of the deep portion of the external sphincter, 

(3) The suhmucovs fistula is usually of the blind internal 
variety. The internal opening of the fistula is situated ab 
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or near the upper end of the fisBure, and its track is usually 
confined to the submucous tissue, extending either directly 
upwards beneath the mucous membrane or obliquely up- 
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wards either to the right or to the left side of the rectum, 
forming a cul-de-sac under its mucous coat (see fig. 39). This 
form of fistula resulting from a fissure may give rise to a 
somewhat copious discharge of pus. 
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Fistula due to Polypoid Growths. 

Polypoid growths in the rectum are sometimes found asso- 
ciated with extensive fistulse, the internal opening of the 
fistula being in close proximity to the growth. The growth 
is probably concerned in the production of a fistula in the 
following way : the seat of attachment of the polypoid growth 
is frequently partially torn through during the passage over it 
of a firm mass of fseces, and, when the tear in the mucous mem- 
brane extends completely through it, faecal material can be and 
often is extravasated in the submucous tissue, thus giving rise 
to an abscess which may become a fistula. When a fistula has 
formed, each succeeding evacuation of firm faeces, by traction 
upon the growth, may re-open the tear and allow further 
faecal extravasation to take place, with the result that sooner 
or later a very extensive fistula is formed (see figs. 57 and 58.) 

Fistula due to Internal Piles. 

Occasionally a fistula may supervene upon the protrusion 
and partial strangulation of internal piles. When the strangu- 
lation is complete, the mass sloughs off and there is an end of 
the trouble. But when the protruded piles are only partially 
strangulated, and they are subsequently returned into the 
rectum, the blood extravasation which has taken place, though 
usually absorbed, sometimes becomes the seat of septic infec- 
tion, and an abscess results which produces a blind internal 
fistula. 

Fistula due to Ulceration. 
When a fistula follows ulceration of the rectum, it is pri- 
marily of the blind internal variety. If the ulcerated surface 
be confined to a limited portion of the circumference of the 
lower half-inch or inch of the rectum, the resulting fistula is 
usually single, the internal opening being situated in the 
ulcerated patch and the external opening being placed from 
half an inch to one inch and a half from the anus. When, on 



ANO-RECTAL FISTULA. 105 

the other hand, the whole of the circumference of the lower 
part of the rectum is ulcerated, two or more fistulsB may be 
formed, either on the same or on both sides of the rectum. 
In the latter case, when the ulceration extends upwards for 
three or four inches above the anus, the external openings 
may be situated at a distance of two or more inches from the 
anus. These results are due to perforation of the rectum 
taking place, in the first case, between the external and 
internal sphincters, and, in the second case, above the internal 
sphincter, i.e., in the superior pelvi-rectal space (see page 72). 

Fistula due to Stricture. 

Two distinct varieties of complete fistula, both commencing 
as blind internal fistulae, follow stricture of the rectum, viz. : — 

(1) Those in which the internal opening is situated below 
the lower margin of the stricture, the external opening being 
situated either through or by the side of an oedematous fold 
of skin close to the anus, or through the skin at a distance of 
from one inch to one mch and-a-half from the anus. 

(2) Those in which the internal opening is situated in the 

strictured portion of the bowel or above the upper margin of 

the stricture, when the external opening will be found at least 

two or three inches from the anus and usually in the E.P. or 

L.P. direction. In women, this form of fistula may be of the 

recto-vaginal variety. In such cases, the opening into the 

vagina will be found to be situated in the upper part of its 

posterior wall either to the right or to the left of the middle 

line. 

Fistula due to Carcinoma. 

Fistula is an occasional result of carcinoma of the rectum, 
especially when that disease is limited to the lower two or 
three inches of the bowel. The infiltration and disintegra- 
tion of the entire thickness of the rectal wall permit of the 
escape of faecal matter into the surrounding connective tissue. 
Accordingly an abscess, either in the pelvi-rectal space or in 
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the ischio-rectal fossa ensues, and usually becomes a fistula. 
When the carcinomatous deposit is situated within the peri> 
toneal region of the rectum, perforation into the peritoneal 
cavity speedily ends the patient's life. In these cases, how- 
ever, if a colotomy have been performed in the earlier stages 
of the disease, such perforation is not likely to happen, because 
the intestine immediately above the disease, being no longer 
distended by faecal accumulation, does not readily give way on 
account of the plastic exudate formed on its peritoneal surface- 
As time goes on, however, the extension of the growth may 
involve the non-peritoneal portion of the rectum where dis- 
integration of its coats will allow of septic infection of the 
surrounding connective tissue taking place. In such cases, 
there is usually widespread peri-rectal burrowing, and the 
resulting fistulse are consequently extensive. In some cases, 
this burrowing will extend beneath the gluteus maximus by 
leaving the pelvis through the great sacro-sciatic foramen. 
We have seen this occur on both sides in the same patient. 

Symptoms. 

The prodromal symptoms of fistula are those of abscess 
and have been fully considered under that head (see page 63). 
So soon as a fistula has become established, its existence ia 
made manifest by a discharge of pus, either from an opening 
on the skin surface, or inside the rectum, or from both of 
these simultaneously. As remarked under ** abscess," a fistula, 
may, by closure of its openings, return to its former state and 
then the symptoms of abscess are resumed for a time, but 
they subside when either the original openings break down 
again or fresh ones appear. 

Though a persistent discharge of pus, supervening upon 
the symptoms of an abscess, is characteristic of the estab- 
lishment of a fistula, there are other symptoms that may 
be present, depending in great measure upon the variety of 
fistula which has resulted. These symptoms are pain, the 
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passage of flatus or faeces through the fistulous track, and 

haemorrhage. 

Pus. 

The discharge of pus marking the appearance of a fistula- 
may take place from the skin surface or from the rectum. 
When taking place externally, the fistula is primarily of the 
blind external variety, and when the pus escapes exclusively 
from the rectum, a blind internal fistula is present. Sooner 
or later, either of these forms of fistula may become complete, 
and then the discharge of pus issues from both localities. So 
soon as the initial discharge of pus has taken place, and 
especially if the opening by which it issued is free, the 
abscess cavity collapses and contracts into a track or sinus. 
The lining membrane of this track continues to secrete 
purulent material which may escape through the opening 
continuously in small quantity or collect, for a time, during 
which interval there is no escape of pus. In this way, the 
discharge of pus becomes intermittent. When the discharge 
takes place at intervals, the openings become temporarily 
closed and the abscess cavity is reformed. Extension by 
lateral burrowing is thus promoted. Some of these lateral off- 
shoots sooner or later reach the surface and open there, when 
additional external openings are established, the appearance^ 
of each being marked by a discharge of pus from it. 

The pus from different cases of fistula varies both in 
character and quantity. 

Its character varies with the variety of the fistula, and 
also with the extent of the lateral burrowing. In the blind 
external fistula, the pus is always yellowish, being thick in 
the early, and thin or watery in the later stages of the fistula's, 
existence. In the complete variety it may be thick and 
yellowish, especially when the internal opening is small, but 
it usually has a brownish tint, when the internal opening is 
large, owing to admixture of faecal material with the pus. In 
the latter case too, it may occasionally be blood-stained. In. 
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the blind internal variety, the pus is often brown in colour 
from admixture with faeces but sometimes it is mixed with 
blood. 

The quantity of pus in a given case, varies with the 
extent of the lateral burrowing of the fistula. In the simplest 
form of fistula, i.e., when there is only a single track, the 
•quantity is often very small, there being as a rule no indica- 
tion of it unless the track of the fistula is compressed, when 
a small bead of pus may escape from the external opening. 
In those instances in which extensive lateral burrowing has 
•occurred, the anal region is always more or less smeared 
with pus, even when but one or two external openings are 
present. The presence of much pus should be taken as a 
most reliable indication that extensive burrowing exists and, 
therefore, during the operation, too much care cannot be 
•exercised to discover the lateral off- shoots of the fistula, in 
order that they may all be, if possible, freely laid open at 
the one operation. 

In cases of fistula occurring in tuberculous patients, the 
discharge is sero-purulent during the quiescent period. 

Pain. 

The abscess preceding the formation of a fistula is nearly 
always attended by much pain, which sometimes is most 
severe. So soon as the abscess has been opened or, as 
generally happens, has been allowed to open spontaneously, 
all pain quickly ceases, unless the resulting fistula is of the 
blind internal variety. In the latter form of fistula pain is 
•experienced at and after each act of defaecation when the 
internal opening is of large size. All three forms of 
fistula become painful when their openings are temporarily 
closed and the escape of discharge prevented. A traumatic 
fistula, caused by a foreign body which remains in situ, is 
.always more or less painful, even when discharging freely; 
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and, in this respect, is the exception to the general rule that a. 
free discharge from a fistula means exemption from pain. 

Passage of Flatus and Fceces. 

In a complete fistula, flatus sometimes escapes through 
the external opening, causing much annoyance and discomfort 
to the patient. In some cases of blind internal fistula, flatus- 
may enter the track, causing it to become distended and 
painful. In such a case when the swelling is recognisable 
externally, there will be resonance to percussion. 

Hcemorrha^e, 

There is seldom any bleeding in cases of fistula, unless 
the patient also suffers from internal haemorrhoids. When 
there is a large internal opening, the granulations around its- 
margin may bleed to a slight extent, especially after the 
passage of a hard motion or after digital exploration, and 
thus cause a small loss of blood from the rectum or from the 
external opening of the fistula. Other causes of haemorrhage 
in cases of fistula are, polypus, polypoid growth near the 
margin of the internal opening, ulcer, or malignant growth 
in the rectum. In all cases of fistula where there are frequent 
attacks of profuse haemorrhage, malignant disease should be 
looked for. 

Physical Examination. 

The examination should be systematically carried out. 
Actual inspection is absolutely necessary and should always 
be made before any treatment is adopted. For this purpose 
the patient, if a male, should be instructed to rest upon his 
elbows and knees upon a couch with his chin supported 
by his hands, the buttocks facing the best light obtainable. 
In women the lateral and semi -prone position should be 
adopted (see figs. 19 and 20). In making an examination in 
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^ case of fistula, five distinct points should receive considera- 
tion, namely, 

(1) The external opening or openings. 

(2) The internal opening. 

(3) The main track between the external and internal 

openings, when the fistula is of the complete 
variety, or that leading from the external opening 
or from the internal opening, in the incomplete 
varieties. 

(4) The lateral burrowings from the main track. 

(5) The presence of other diseases complicating the 

fistula. 

(1) The External Opening. 

Its Characteristics. — These depend first upon whether the 
preceeding abscess has been opened, or whether the abscess 
•or the blind internal fistula resulting therefrom has been 
allowed to break externally. When the abscess has been 
freely opened the external opening is, as a rule, smaller 
than when the abscess has broken spontaneously, and its 
margins are less undermined. When the abscess is of a 
tuberculous nature and has been allowed to open spon- 
taneously, the external opening is always large and its 
margins are irregular and undermined, the surrounding 
skin having a reddish-purple hue. When not of a tuber- 
<5ulous nature, the patient being otherwise in good health, 
a nipple-like mass of granulations often covers or surrounds 
the external opening, the orifice being either in the centre 
or at one side of the mass of granulations. In such an 
instance, there may be diflSculty in finding the external 
opening on account of its being obscured by the granula- 
tions. This difficulty may be overcome in one of two ways ; 
•either by passing the index finger into the rectum and 
<}ompre8sing the fistulous track between it and the thumb 
outside, when a small drop of discharge will exude and dis- 
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•close the opening; or by cutting off the redundant granu- 
latious close to the skin surface, when the outline of the 
external opening will at once be revealed. 

In patients of debilitated constitution, not necessarily 
tuberculous, the external opening may be so small that it 
cannot readily be detected. In such a case, a useful method 
for discovering the external opening is to take the anal 
region between the forefinger in the rectum, and the thumb 
externally, when by gentle pressure thus applied, a small 
bead of pus will usually escape through the opening, and so 
disclosing its position. 

Primary and Secondary Openings, 

External openings may be divided into (a) primary and 
<fc) secondary. By a primary external opening we mean 
either the opening made when the original abscess was 
incised, or the aperture caused by spontaneous rupture of 
the abscess. By a secondary opening we mean any opening 
that has formed or has been made subsequent to the primary 
opening. 

(a) Primary openings. — It is of great importance to recog- 
nise the primary opening in all cases of fistula in which there 
are multiple openings. It may be accepted as a general rule 
that the primary opening is situated at the distal extremity 
of the main track, and that all the other openings are in the 
course of, or at the extremities of, the lateral burrowings from 
the main track. A careful history obtained from the patient is 
the best means we can recommend for determining which is 
the primary opening, because a patient can generally remember 
the position of the original abscess. When the fistula has 
involved both ischio-rectal fossae, the patient's history with 
reference to the side on which the abscess first appeared is of 
the greatest value. In cases in which a history is not obtain- 
able we have to rely upon our experience in regard to the 
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usual position of primary openings in the variouB forms of 
fistula. Our observations upon this point are as follows r — 
The external opening of a fistula which haa resulted from a 
tuberculous abscess, is almost invariably situated witliin an 
inch of tlie anal orifice. In other forms of fistula in which 
the external opening exists anterior to the tramrerse anal 
line, its distance from the anal orifice is generally about one 
inch to one inch and a half. External openings situated 



ViB. 40.— Showinq ah Estebnal Openiho on ob jcst antsriok to thb 

Trannert Anal Line. 

posterior to the transrcrse anal line, are generally one to 
two inches distant from the anal margin but we have 
seen instances in which they were as much as four inches 
from it. External orifices posterior to the transrerse aval 
line in fistulie which have resulted from a fissure, are 
usually not more than an inch from the anal orifice. 
When they are situated on the transferee anal line either 
to the right or left of the anus, they are usually within one 
inch to one inch and a half of the anal orifice (see fig. 40). 
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(fc) Secondary openings. — These vary considerably in num- 
ber in different cases, the greatest number that we have seen 
in a single case being forty-two {see fig. 41). 
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As this case is sp exceptional, we cannot do better than 
append the notes in detail. 

F. W. G , 8Bt. 54, accountant, was admitted into 8t. Mark's 
Hospital nnder the care of Mr Goodsall on May 1st, 1897. 

History. — In 1877 an abscess appeared in the ischio-rectai fossa in 
the R. P. quadrant and spontaneonsly broke externally. The resulting 
fistula contiuued to discharge, but did not increase in size until 1892, 
when it l^egan to burrow, extending into the L.P quadrant. After this 
extension, the lateral burrowing steadily progressed on both sides of 
the anus. On the right side the burrowing ultimately extended out- 
wards on to the buttock, and forwards along the cruro* scrotal fold. 
On the left side, similar burrowing took place to a lesser extent on 
the buttock and, to a greater extent, along the cruro-scrotal fold into 
the subcutaneous tissue of the scrotum, as figs. 41 and 42 clearly show. 

Symptomt. — Absolute inability to sit ; almost constant pain ; con- 
tiuuous and copious discharge ; considerable diffioulcy in walking, and 
great emaciation. 

Examination* — External openings 43. Internal opening, single and 
situated opposite the interval between the external and the internal 
sphincters, in the middle line posteriorly. Skin of peri-anal region 
and nates very livid in colour and extensively undermined. All the 
external lateral burrowing is subcutaneous, with the exception of 
that part of it which passes beneath the ano-coccygeal ligament to 
the left ischio-rectai fossa. Internal lateral burrowing extends for- 
wards on both sides from the internal opening. 

Operation, May 3rd, 1897.-— The burrowing beneath the ano-coccy- 
geal ligament was first laid open. Then all the subcutaneous burrow- 
ing on both sides was similarly dealt with, care being taken to leave as 
many islets of skin as possible. When this had been done, the main 
track passing into the rectum between the external and the internal 
sphincters was laid open from the centre of the first incision. Finally, 
the iuternal lateral burrowing was opened up and the wounds dressed 
in the usual manner. 

Subsequent Progress, — May 9th, 1897. Wounds healing well. June 
12th. Wounds almost healed (see fig. 43). Patient leaves the hospital 
to-day, i.e , 40 days after the operation. 

July 16th, 1900.— Present weight, list, lllbs. 8oz. j height. 6ft. 5in 
Since the operation the patient says his weight has been above twelve 
stone. Urine (report of the Clinical Research Association, Limited), 
'*Acid, S.G. 1023. Albumen a very small amount. Sugar absent. 
*' Microscopical examination of centri/ugalised deposit. This contains a 
*' small number of hyaline and granular casts. There are a few tubal 
" cells and red blood discs free in the deposit, and leucocytes are slightly 
" increased in number." 
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Rtniarkt. — The rapid healing was undonbtedl; doe. in great meaBure, 
to the fact that abont fifteen islets o' Bkin were left from which oitatri- 
sation took place. In this nnasaalty extenBive case it will he noted 
that thera was only one internal opening ; that the esteraal lateral 
bntroninft first t-xtonded into the opposite isohio-rectal fossa, and then 
sobontaneonslj on both sides. This case also shows that a fistula, 
thoagh qoiesoent for several years, may ultimately extend rapidly. 



Pl6. 43.— TSB SiMB C*SE AS IN PlO. 41, SHOWIITO THE 
LAID OPEN. 
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The number of secondary openings depends, to a great 
extent, upon the following three causes. First, upon the 
size of the internal opening, "When large (in some casts, 
especially if situated in the middle line posteriorly, it is large 
enough to admit the tip of the index finger) liquid fseces 
readily pass into such an opening during the straining at 



defeecation. When this fsecal extravasation is of frequent 

occurrence, although the quantity extravasated may be very 
small, it is sufficient to keep up active suppuration in. the 
aubeutaneouH connective tissue. Secondly, upon the con- 
stitutional condition of the patient. In those subjects who 
are broken down in health, either as a result of intemperance 
or debilitating disease, the original abscess, unless it has been 
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freely opened externally, often burrows extensively and ulti- 
mately discharges itself by several external openings. Thirdly, 
upon the duration of the fistula. The longer a fistula is 
allowed to remain untreated, the greater is the probability 
that multiple external openings will result. This is especially 
likely to occur in fiatulje, the internal openings of which are 
situated between the internal and external sphincters. 



H Figs 41, 42, 43, 



ry distinct. The clcatiii 



(2) The Internal Opening. 
Its characteristics. — The internal opening of a fistula has 
been described as a small pit or slight depression in the 
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mucous membrane ; it has also been likened to the impres- 
sion imparted to the finger when placed on the top of a 
pencil-case after the pencil has been drawn into its sheath ► 
Generally the opening is more or less circular in shape^ 
except when it has been started from a tear in the mucou& 
membrane, produced either by a foreign body or by the 
partial tearing down of the seat of attachment of a polypoid 
growth. In such cases, the internal opening will have the 
shape of the torn surface. In size, internal openings vary 
considerably and, in tuberculous subjects, are often excep- 
tionally large. If the internal opening be situated posteriorly 
to the transverse anal line, and especially when placed 
in the middle line posteriorly between the internal and 
external sphincters, it is sometimes of large size. Those met 
with anterior to the transverse anal line are usually small, 
and very often may easily be passed over during a digital 
exploration. 

The Position of the Internal Ojpenings. 

There are three positions in which the internal opening 
of a fistula, following an abscess which has opened into the 
rectum spontaneously, may generally be found. 

(1) In the middle line posteriorly, either immediately 

above the inner margin of the external sphincter 
or in Hilton's white line, i.e., at a spot corre- 
sponding to the interval between the internal 
and external sphincters. 

(2) On the right anterior (RA) side of the rectum, be- 

tween the internal and external sphincters. 

(3) On the left anterior (LA) side of the rectum^ 

between the internal and external sphincters. 

When the fistula has originated from a pre-existing fissure, 
the internal opening is usually found at the lower margin of 
the fissure. It may also be situated near the middle of the 
floor of the fissure, or at its upper margin (see page 101). 
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When the fistula has been caused by an ulcer, by the 
puncture of a foreign body, or by the partial tearing through 
of the attachment of a polypoid growth, the internal open- 
ing may be situated at any part of the circumference of 
the rectum, but usually in the terminal inch or two inches 
of the bowel. 

When the fistula has been caused by a stricture, the 
internal opening may be situated 

(a) At the lower margin of the stricture. 

(b) In the strictured zone. 

(c) Just above the stricture. 

Of these, the first mentioned is the most common. 

When the fistula has been caused by a Submucous abscess, 
the internal opening, except in the case of a fissure, is usually 
found at or near the muco-cutaneous junction. 

I'he Number of Internal Openings. 

It may be taken as a rule, that there is but one internal 
opening to each complete or blind internal fistula. When a 
second internal opening is present, it is nearly always situated 
at a higher level in the bowel, either directly above, or above 
and to the right or left of the lower opening. This higher 
opening is almost invariably in the course of, or at the 
extremity of, the submucous track leading upwards from the 
lower opening. When more than one internal opening is met 
with on the same level, they are usually the internal openings 
of separate fistulae. In an ulcerated condition of the lower 
part of the rectum, there may be several internal openings ; 
careful examination usually showing that each opening, when 
occurring at the same level, indicates a distinct fistula. In 
one such case which came under our observation, four 
distinct fistulse were present. As a result of puncture of the 
opposite sides of the rectal wall by a foreign body {e.g. a fish 
bone), we have seen a complete fistula on one side, and 
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opposite — but totally distinct from it — a blind internal fistula. 
Such a case as the one above described, has led to the 
assumption that the two internal openings were connected 
with the track of the fistula which opened externally, the 
blind internal fistula not having been recognised as a separate 
fistula. It is easy, even when no fistulous track exists, to 
insinuate a probe beneath healthy mucous membrane entirely 
round the lower part of the rectum ; but this procedure may 
lead to error in diagnosis, and cause much unnecessary 
damage to the anal region. 

(3) The Main Track. 

Characteristics, — A fistulous track can be recognised as 
a cord-like thickening under the skin or deeper tissues, 
running from the external opening towards the rectum in 
blind external fistulse, and extending to the internal open- 
ing in complete fistulae. In blind internal fistulae, the track, 
when external to the rectum, is usually globular in shape, 
and varies in size from that of a small pea to a large plum. 
This swelling can readily be felt by introducing the index 
finger into the rectum, placing it over the internal opening 
or above it, and compressing the tissues between the finger 
and the thumb outside. In this way the exact outline and 
extent of the fistula can readily be felt. When the track 
of a blind internal fistula is confined to the submucous tissue 
alone, it gives the impression to the exploring finger of an 
elongated fulness or gumboil -like swelling beneath the 
mucous membrane. 

Its Course. — The course taken by the main track de- 
pends in great measure upon the form of fistula. Thus : — 

(a) In complete fistula. 

The main track may be either subcutaneous or submuscular. 

Subcutaneous. — In subcutaneous complete fistulae, whether 

anterior or posterior to the transverse anal line, the direction 
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taken by the track is almost, if not invariably, straight out- 
wards from the internal opening, i.e., along a line radiating 
from the anus. 

Submuscular. — ^When the main track is submuscular, it 
may be situated either in the ischio-rectal fossa or super- 
ficial to it. 

When superficial to the ischio-rectal fossa, it takes a straight 
course towards the rectum from the external opening and passes 
between the superficial and the deep portions of the external 
sphincter. This form of fistula usually results from a fissure 
(see page 102), and is seldom met with anteriorly to the trans- 
verse anal line. 

When in the ischio-rectal fossa y the course of the main track 
is curved when posterior to the transverse anal line, and 
straight when anterior to that line. When posterior to the 
line, the external opening usually is E.P. or L.P., the internal 
opening being situated in the middle line posteriorly between 
the external and internal sphincters. When anterior to the 
line, the external opening is in the same radial line as the 
internal opening, either E.A. or L.A., the main track often 
making a sharp bend round the upper border of the external 
sphincter before it enters the rectum. 

(&) In blind external fistula. 

When the blind external fistula is caused by a follicular 
abscess, the main track towards the rectum is usually super- 
ficial to the external sphincter, and, therefore, is entirely 
subcutaneous in its course. When the track passes through 
or dips beneath the external sphincter, it follows the course of 
an ordinary complete fistula ; that is to say, when situated 
anterior to the transverse anal line, the track runs straight 
towards the rectum, and when placed posterior to that line, it 
pursues a curved direction towards the middle line posteriorly. 
When the external opening is on the transverse anal line, the 
track, as a rule, follows the line towards the rectum. 



122 DISEASES OF THE ANUS AND RECTUM. 



(c) In blind internal fistula. 

The course taken by the main track of a blind internal 
fistula, when the internal opening is in the middle line pos- 
teriorly and deeper than the external sphincter, is towards 
the surface in the right or the left posterior quadrant. In 
those cases in which the internal opening is superficial to the 
external sphincter, its course is towards the surface in the 
middle line posteriorly or slightly to the right or left of that 
line. When it passes by the side of the rectum deeper than 
the inferior haemorrhoidal artery of the same side, it points 
under the skin in front of and somewhat outside the anal 
orifice. When the pointing is situated in this position, i.e., 
in front of the transverse anal line, it might reasonably be 
assumed, from what we have said above, that the internal 
opening would be found on the E.A. or L.A. side of the 
rectum exactly opposite the place of pointing. But in such 
a case, tne fact that the first noticeable sign of the fistula is 
an escape of pus from the rectum, proves it to be a blind 
internal fistula, and should at once prompt a digital exam- 
ination, with the object of discovering the exact position of 
the internal opening. Should the internal opening be found 
in the middle line posteriorly, there will be no difficulty in 
tracing the thickening, which always exists in such cases, as 
it passes from the internal opening round the lower part of 
the rectum to the place of pointing. By following this simple 
procedure the mistake may be avoided, while operating, of 
making an artificial internal opening, and so leaving the 
greater part of the main track of the fistula, together with the 
internal opening, untouched. In those cases of blind internal 
fistula which are confined to the submucous tissue, the main 
track is directed either obliquely or vertically upwards for a 
distance varying from one inch to two inches or more above 
the internal opening. 
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(4) Lateral , 
By this tenn is meant the paBsiug off of the branch b: 
from either end of the main track or from some part of its 
coarse. Lateral burrowing may be external or internal. 



Pl&. 45.— SHOWINS BSTEHSIVE SPBCUTiNEOUS BORROWINO VRQlt A 

PlffTDLA POSTERIOR TO THE Tramwtt Altai Line. 

The burrowinc has extended outwarda and dowdwurds on the posterior aapect of the 

left thigh and also forwards in the riyht cruro-aerotal fold. 

[Phalo taklK rhe« He icn.d. m« .tarff ioilrf.] 

External lati'ral hiiiToirbui. 

External lateral burrowing may be (a) subcutaneous, ('.('.» 
superficial to the ischio-rectal fossa, and {h) submuscular, i.e., 
in the ischio-rectal fossa. 

(al Siihciitaneoiix. — The external lateral burrowing is sub- 
cutaneous when found in connection with a fistula whose 
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main track is entirely subcutaneouB, and it is continued, away 
from the anus, in almost the same straight line as that taken 
by the track. Hence, should a second opening appear it will 



The chieCpartottbebuiTowineiB over tbecoccv;^ and anciuiii. bitlilbas alsoeiteuded 
outwards oo botH aidee of the ariQB. 

usually be found iD a direct line with the first, and still 
further from the anus. But when the main track of a fistula 
is submuscular, the burrowing that takes place superficial to 
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the ischio-rectal fossa, is entirely subcutaneous. So far as 
we know, the subcutaneous burrowing from such a fistula 
follows no definite course, but may extend in any direction. 
When, however, the main track is posterior to the transverse 
anal line (see figs. 45 and 46), the course usually taken is 
away from the anus — forwards, backwards, or outwards — and, 
sometimes, in all three directions. 



Fio. 47.— Sbowiho t 

LIUITBD TO ONE SIDE. 
The Fistula originated postarlorly to the (imiukt.* aaal liar, and burrowed forward 
under the inferior hfeniorrhoidal artery, uointing in front of, and about one iuch to 
the left of, the anns. It also extended Dearly across the middle line anteriorly. 

When the main track is anterior to the transverse anal line, 
the subcutaneous burrowing may also extend in any direc- 
tion, but that usually met with is forward towards the cruro- 
Bcrotal furrow, occasionally extending even as far as the groin. 

(ft) Siib-mHsciilar.— When the internal opening is situated 
m the middle line posteriorly between the superficial and 
the deep portions of the external sphincter the burrowing 
is not extensive. But, when the opening is between the 
external and the internal sphincters, the extent of the 
buirowing that may take place seems to be quite unlimited. 
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The primary external opening, in such a case, is usually 
from about one inch to one inch and a half from the anal 
orifice ; occasionally, its distance is as much as three to four 
inches or even more. It is usually situated midway between 
the middle line posteriorly and the right or left side of the 
anus, i.e., in the R.P. or L.P. direction. The burrowing in 



such a fistula takes place primarily in two directions. First, 
it may burrow from the side on wliich the primary external 
opening is situated to the opposite side, the track passing 
beneath the ano-coccygeal ligament (see page 11) and eventu- 
ally perforating the skin nearly opposite the primary external 
opening. Secondly, the burrowing may extend forwards in 
two ways on the same side passing either superficially to the 
branches of the inferior lisemorrhoidal artery (in which ease 
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this secondary external opening is usually situated on or 
near the transverse anal line and about one inch and a half 
distant from the anal orifice), or beneath the branches of that 
artery and continuing parallel to the outer border of the 
external sphincter, perforate the skin in front of the anterior 
margin of the anus ahout one inch to one inch and a half 
distant from it. In women it may extend even into the 



fie 49. —The s&ub case as in Fia. 48, aftbb thb wounds had hgalbd. 

This case illustrates our oontantion that the eitemal sphincter need not alwajB be 
divided to cure a fiatula 

cruro-labial fold. This deeper burrowing may take place 
on both sides, in women, thus producing the most complete 
form of posterior horse-shoe fistula, the connecting track pass- 
ing beneath the ano-coccygeal ligament as above described. 
In men, lateral burrowing extending forward under the 
interior hsemorrhoidal artery on both sides of the rectum, 
occurs less frequently. A still further burrowing, that may 
be met with in these eases, is directed both forwards and 
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backwards subcutaneously on either side; so that, when 
such a fistula has been completely laid open, the wound has 
the form of the letter H (see fig. 54). 

When the internal opening is situated on the transverse 
anal line, either to the right or the left of the anus between 
the sphincters, the lateral burrowing is usually directed out- 
wards and the skin is perforated at a point from one inch 
to one inch and a half from the anus, further burrowing 
continuing subcutaneously beyond the external opening, 
outwardly as well as in a forward and backward direction, 
parallel to the anus. Such fistulsB are rarely extensive. 
They may exist on both sides and, when they do, are prob- 
ably caused by a foreign body, such as a fish bone, having 
transfixed the anal canal on opposite sides during defaecation. 
Two T shaped wounds (see fig. 48) result when these fistulae 
are operated upon by the method which we shall describe 
below (see page 150). 

When the external opening is anterior to the transverse 
anal line, the burrowing takes place outwardly in the direct 
line of the main track for one quarter of an inch to half an 
inch beyond the external opening and laterally on either side 
of it ; as a rule, from one to two inches in a posterior direc- 
tion and from two to three inches, or even for a greater 
distance, in an anterior direction, that is, along the cruro- 
scrotal fold. The posterior burrowing has a tendency to 
pass outwards as well as backwards, while the burrowing 
anteriorly tends to approach the middle line as it passes 
forwards (see figs. 50 and 58). The course taken by the 
burrowing in some of these cases is well seen in fig. 50, in 
which the burrowing on the left side has been laid open. 
After a short interval, during which repair was rapidly pro- 
gressing, a swelling appeared on the opposite side (distinctly 
shown in the photograph) clearly demonstrating that the 
original abscess had burrowed across the middle line in front 
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of the anus. At the time of the operation there was no 
indication of this. The plugging of the wound and the 
healing process closed up the exit for the discharge from 
the right side, and thus caused the lateral burrowing in this 
locality to appear as a secondary abscess. 

Occasionally, from the anterior lateral burrowing, a subcu- 
taneous track may pass off at right angles to it, and, crossing 
the middle line in front of the anus about midway between 
it and the scrotum, perforate the skin on the opposite side 



Fio-. 60.— An aktbbior Hobbb-shoe Fistula partially laid ofbn. 

The part oC the fistula on the left eide had beeu laiil open. The nound wsb tspidl; 
haaling betoca the bucrowiDg on the right showed itaelt. 

[PtoM taken about afirtnight afttr tht optTBtvini . 

of the perineum. The burrowing having then reached the 
opposite side, anterior and posterior lateral burrowing on 
that aide may take place, and form an anterior horse-shoe 
jistuXa (see figs. 61, 58 and 60). 

In anterior horse-shoe fistulse, the internal opening is very 
rarely situated in the middle line anteriorly, but fs usually 
placed between the external and the internal sphincters in 
either the R.A. or the L.A. quadrant. 
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Internal Lateral Burrowing. 
Internal lateral burrowing is always confined to the aub- 
mueous tissue, but may extend upwards vertically, or, 
as is more usually the case, obliquely. Extensive sub- 
mucous burrowing is far more frequently met with anterior 
to the transverse anal line than posterior to it. In every case 
of complete fistula and also of blind internal fistula, this 
internal lateral burrowing should always be carefully sought 
for. Incomplete cure of a fistula is more often due to 
overlooking the presence of a submucous sinus than to any 



Fia. 61.— Am abtebiob Hoesb shob Fistcla of which thb whole of 

In thie case Mie aiml caoal was not interfered with. Tlie wound subseigiiently 
healed without division of the axterDal Hphincler. 

[Fholo (a*« ^tcut «n^ Btft «ft^ tic o,«-niiao]. 

other cause ; although the failure to effect a cure in such cases 
is generally attributed to defects in the patient's constitution, 
and not to the incompleteness of the operation. A case 
illustrating this point and showing the persistency of the 
submucous burrowing above the internal opening, came under 
our observation in a patient who had been operated upon for 
fistula, m Australia, thirty years previously. Since that 
operation the patient had never been free from a purulent 
discharge from the rectum. The main track of the fistula, 
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together with the external lateral burrowing, had been laid 
open and was soundly healed; but the submucous burrow- 
ing, about one inch long and extending vertically upwards, had 
been left and had kept up the subsequent continuous discharge. 
This case was cured in three weeks by simply laying open the 
submucous burrowing. 

(5) The Morbid Conditions Complicating Fistula, 

These may be divided into (a) constitutional and {h) local. 

(a) Constitutional. — Phthisis and diabetes predispose to 
fistula, as we have already remarked in discussing the causa- 
tion of fistula. Therefore, in a case of fistula occurring in a 
debilitated subject, the presence or absence of either of these 
diseases should be carefully ascertained. 

Phthisis, in our experience, is not so common a cause 
of fistula as some authors have stated. This experience is 
confirmed by Dr. Hugh Walsham* who has kindly made the 
following observations for us. 

Clinical Cases. — '' Out of 891 cases of pulmonary tuber- 
** culosis that have been under treatment in my outpatient 
*' room during the last three years, I have had five cases of 
'* fistula-in-ano and two cases of ischio-rectal abscess, all in 
'' males aged 55, 49, 52, 41, 37, 42, and 41 respectively." 

** In the two with ischio-rectal abscess, the physical signs 
** in the chest were slight. Of the five with fistula-in-ano, in 
^' two the physical signs were slight, in the other three the 
^' disease in the lungs was far advanced." 

Post'Morteni Cases. — ''Out of 133 post-mortem examina- 
^* tions, made by myself on persons dead of pulmonary tuber- 
'* culosis, I found fistula-in-ano in only one case." 

** In four other cases there was extensive tuberculous 
^* ulceration of the rectum but no fistulse." 

" The above statistics are, I think, sufficient to show that 
" ano-rectal fistula is not a common complication of pulmonary 

• Assistant Physician (late Pathologist) City of London Hospital for Diseases of 
the Chest. 

K 2 
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tuberculosis. Even when it does occur in connection with 
phthisis, it by no means follows that the fistula is tubercu- 
lous, although it may become so if left untreated. Tuber- 
culous ulceration of the rectum is confessedly rare ; as above 
stated, there were only four cases of this condition in 13B 
post-mortem examinations of tuberculous subjects. The 
tuberculous or non-tuberculous nature of the fistula can 
only be determined by the discovery or non-discovery of the 
tubercle bacillus in a scraping from the wall of the sinus. 
Cases in which operative interference is contra-indicated 
must be few. The contention of the older physicians, that 
by curing the fistula we might possibly increase or accel- 
erate the pulmonary mischief, must be given up as fallacious. 
I know of no facts in support of it. By operation, the patient 
is at once relieved of much acute suffering every time the 
bowels are moved, and of much distress of mind, both of 
which, while they last, must necessarily have a tendency to 
aggravate the pulmonary mischief.'' 
(h) Local. — Of the local complications, the co-existence of 
internal piles is most frequently met with. The other diseases, 
given in the order of their frequency, are fissure, ulcer and 
ulceration of the rectum, stricture, polypoid growths and 
carcinoma. All these should be systematically looked for in 
every case, and will, if they exist, be found, so far as our 
experience goes, within the lower two inches of the rectum, 
except stricture or carcinoma which may be situated at a 
considerably higher level, though seldom beyond the terminal 
six inches of the bowel. 

Constitutional Effects of Fistula. 

In cases of simple fistula in previously healthy persons, 
the body weight of the patient is maintained or even increased, 
although the fistula may have existed for many years. In 
one case that came under our observation, although the 
fistula had existed for thirty-four years, the patient's weight 



ANO-RECTAL FISTULA. 133 

was far in excess of the average. In all cases of fistula 
in which there is extensive lateral burrowing and consequent 
copious suppuration, the body weight steadily decreases and 
the patient's constitutional powers gradually become much 
impaired. In those whose constitution has been debilitated 
from any cause, and especially in the tuberculous, the loss 
of weight during the existence of the fistula is sometimes 
very rapid. We have observed in these cases, even when of 
long standing, that the urine is nearly always free from 
albumen, showing that prolonged suppuration due to a fistula 
does not appear to have any ill effect upon the kidneys. Many 
of the subjects of fistula appear to suffer from considerable 
mental depression, occasionally culminating in suicidal tenden- 
cies. Such mental depression is, according to our experience, 
more frequently met with in cases of recto-urethral and 
urethral fistulsB, but speedily disappears after the fistula has 
been cured. 

Treatment, 

The treatment of fistula may be divided into {a) palliative 
and (b) operative. 

(a) Palliative treatment, though it may frequently succeed 
in making a fistula quiescent, is rarely sufl&cient for its per- 
manent cure. It should always be adopted when the patient's 
constitutional condition contra-indicates an operation, unless 
the fistula is causing much pain, or is attended by copious 
discharge, or the lateral burrowing is extending. In any 
of these conditions, an operation cannot be performed too 
soon. Palliative treatment consists of constitutional and local 
measures. The constitutional treatment comprises change of 
air, rest, plain wholesome food, and the avoidance of stimu- 
lants, especially malt liquors. Boating, horse-riding, and 
cycling should be forbidden. Local treatment consists of 
the use of warm sitz baths of ten to fifteen minutes dura- 
tion, night and morning, and the constant application in the 
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intervals of hot boracic fomentations. Pressing the fistulous 
track gently with the fingers, while the part is in the sitz bath, 
is useful for emptying the sinuses of discharge. The bowels 
should be relieved at least once during the twenty-four hours 
The injection of an ounce of olive oil at night greatly 
facilitates this. It is undesirable to procure fluid motions, 
because some of the liquid faecal matter may pass into the 
track of the fistula through the internal opening, even when 
small, and so set up increased inflammation. Tonics, such 
as strychnine, iron- and quinine, are extremely useful, not 
only during the palliative treatment, but also after the 
operation. 

In blind internal fistulse, palliative treatment should not 
be adopted. 

(b) Operative treatment can nearly always be relied upon to 
effect a permanent cure. 

The recognized operative measures that have been adopted 
for the cure of a fistula are as follow : — 

(1) Incision. 

(2) Dissecting out the fistulous track. 

(3) The elastic ligature. 

(4) The silk ligature. 

(5) The injection or application of nitrate of silver. 

Choice of Operation. 

The operation that we invariably adopt for the cure of 
all cases of ano-rectal fistula is that by incision. 

(1) Incision. — By this method the main track, as well as 
all the lateral burrowing arising from it, can be freely laid 
open at a single operation, and, therefore, the discharge and 
pain are at once diminished. Moreover, so long as the in- 
ternal sphincter is not divided either completely or partially, 
the patient does not run any risk of incontinence or sustain 
any loss of control over the contents of the rectum. In those 
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cases in which the complete laying open of the lateral burrow- 
ing would involve injury to the internal sphincter, an effort 
may judiciously be made to secure the healing of such sinuses 
as pass above and external to the internal sphincter, by the 
injection of solutions of nitrate of silver and the like ; but 
this must be considered as an adjunct to the operation by 
incision, and need never be resorted to unless the internal 
sphincter is involved in the burrowing. 

(2) Dissecting out the fistulous track, — This operation should 
only be used in those cases of fistula in which no lateral 
burrowing exists and in which the internal opening of the 
fistula is close to the verge of the anus. 

(3) The elastic ligature is suitable only for small cases of 
fistula without any lateral burrowing. Since for the perform- 
ance of this operation it is necessary to incise the skin over 
the track of the fistula and at the same time to lay open any 
lateral burrowing whether internal or external, the pro- 
cedure is really one of incision combined with the slow cutting 
through, by a ligature, of the external sphincter and the wall of 
the main track, together with the overlying subcutaneous 
tissue. The only advantage, to our minds, that this operation 
possesses over that of incision alone is that the patient is 
enabled to get about and, to some extent, follow his usual 
occupation during the treatment. 

(4) The silk ligature was in vogue many years ago but, 
at the present time, is rarely used. It was then frequently 
applied owing to the general conviction that a fistula should 
not be cured too quickly lest the onset of pulmonary phthisis 
should follow its healing. We never recommend this pro- 
cedure, and think that it should be abandoned because 
of its tediousness and of the pain and discomfort at times 
attending its use. 

(5) The Injection or application of Nitrate of Silver. — This 
method may be useful in treating rectal fistulse in which 
the sinus runs outside the internal sphincter, deep in the 
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ischio-rectal fossa, and shows no tendency to heal. In such 
a case, the sinus quickly heals after division of the internal 
sphincter, with the result that, though the fistula has been 
cured, incontinence of f»ces probably takes its place, leaving 
the patient totally unfit for many occupations, and in a 
deplorable condition so far as his personal comfort is 
concerned. It is, therefore, most desirable that a deep 
sinus passing outside the internal sphincter should be cured 
without recourse to division of that muscle. The free 
application of a stick of nitrate of silver, or still better the 
injection of a saturated solution (i.e., 960 grains to 1 oz.) 
often brings about sloughing of the main sinus wall and also 
that of any lateral burrowing, and so leads to their ultimate 
closure by healthy granulation tissue. The advantage of 
using a solution is that the liquid is able to enter every 
part of the fistula, whereas when the solid nitrate of silver 
is employed, it is in most cases impossible to introduce 
it into the whole of the main track and its lateral burrow- 
ings. When an internal opening exists above the internal 
sphincter, some of the solution, if applied, will pass into 
the rectum, and can readily be recognised as a whitish 
coagulum. The nitrate of silver apparently does no harm to 
the mucous membrane, and the internal opening itself often 
closes quickly after being thus treated. About five minutes 
after using the solution, an ounce of olive oil should be 
injected into the rectum to prevent any further action of 
the nitrate of silver upon the mucous membrane. As soon 
as the injection has been completed, the external opening 
should be enlarged by a crucial incision so as to afford free 
drainage. The resulting slough of the lining of the sinus will 
usually completely separate by the sixth day, when healthy 
granulation tissue will be found to have taken the place of the 
sinus tissue. Boracic fomentations should be applied con- 
stantly until all the slough has separated and the sinus has 
healed. If, after the lapse of two or three weeks subsequent 



ANO-RECTAL FISTULA. 137 

to the injection, the sinus show no marked tendency to close, 
the injection should be repeated as before. We have known 
cases to require three or four applications before a successful 
result was attained and, therefore, this method should not be 
abandoned even after one or two failures. When, after re- 
peated applications, the sinus still remains unhealed, it is 
better to leave it alone than to incur the risk of probable 
incontinence by division of the internal sphincter for the 
cure of the fistula. In fact, the patient should be urged to 
tolerate the persistence of his fistula rather than take the risk 
of the loss of power of control over the contents of the rectum. 

The Operation by Incision. 

Instruments required, — A large and a small soft steel probe- 
pointed director ; a director with the groove running out at 
the end ; a round probe 5 J inches in length and t\ of an 
inch in diameter throughout; a sharp-pointed curved bis- 
toury ; a blunt-pointed curved bistoury ; a scalpel ; pressure 
forceps ; fenestrated artery forceps ; dissecting forceps ; straight 
scissors ; curved scissors ; and ligatures (No. 6 plaited silk). 

Position of the patient, — This varies with the position of 
the main track of the fistula. When the fistula is posterior 
to the transverse anal line or situated on the right side an- 
teriorly to that liney the patient should be placed in the right 
lateral and semi-prone position. When the main track is 
situated on the left side anteriorly to the transverse anal line, 
the position of the patient should be the left lateral and 
semi-prone. When operating upon an anterior horse-shoe 
fistula, the lithotomy position is best adapted for the pur- 
pose and most convenient for the operator, but the patient's 
knees should not be drawn up so far as to make the skin in 
front of the anus tense. 

General Rules for the Operation, 
There are certain general rules to be observed in operating 
upon all varieties of fistulse, viz. : — 
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(1) Subcutaneous burrowing should be laid open for at 
least a quarter to half an inch beyond its extreme limit, so 
that complete laying open of the sinuses may be secured. 

(2) Care should be taken, by gentle manipulation, not to 
make a passage for the probe where one does not already 
exist. 

(3) The internal sphincter should not be damaged to any 
extent, or not at all if possible. 

(4) Should there be any difficulty in finding the internal 
opening, all the external lateral burrowing should be operated 
upon before the main track is dealt with. It is important that 
the whole of the main track should be laid open from end to 
end, unless by doing so the internal sphincter would be divided. 
Laying open only part of the main track, leaving the internal 
opening untouched, is always followed by much delay in the 
healing process, and very often by failure to cure the fistula. 

(5) After laying open all the burrowing, all angles of over- 
hanging skin, especially if discoloured or undermined, should 
be removed with scissors. Occasionally it will be found 
that a piece of skin has been isolated by the laying open of 
subcutaneous sinuses passing all round it. Any overhanging 
portions of this islet of skin should be removed, but the main 
portion should be left in situ (see figs. 42 and 43). The reason 
why such an islet of skin has not been undermined is 
that a small artery passes directly into it and so main- 
tains its nutrition. If the islet be left, cicatrisation will 
take place readily from the whole of its circumference, and 
will, therefore, diminish the time required for the healing of 
the wound. 

The above rules hold good when operating upon any form 
of fistula, excepting anterior and posterior horse-shoe fistulas 
with small internal openings, as well as upon some fistulse on 
or close to the transverse anal line (see figs. 48 and 49). 
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Method of Operating in Complete FiMnla, 
The patient having been thoroughly anaesthetised, the left 
forefinger is introduced into the rectum in order to feel the 
position of the internal opening. The course taken by the 
main track, and the extent of the lateral burrowing, should 
then be made out by compressing the peri-anal and the peri- 
rectal tissues between the finger in the rectum and the thumb 
of the same hand placed on the skin surface. The point of a 
probe- director should now be introduced into the main track 
through the external opening. In some cases, the orifice is 
so contracted that difiSculty will be experienced in inserting 
even the smallest probe through it. Under such circum- 
stances, the orifice should be enlarged by making a small 
incision across it at right angles to the direction of the main 
track. When two or more external openings exist the one 
considered to be the primary (see page 111) should be 
selected. As soon as the probe-director has fairly entered the 
main track, it should be gently passed along it in a direction 
towards the internal opening. No force should be used during 
the transit, lest a false passage be made. Should the main 
track take a straight course towards the rectum, the point of 
the probe-director will, as a rule, readily protrude through the 
internal opening, where it will be felt to impinge upon the 
index finger. In those cases in which the main track takes a 
curved or indirect course, some difl&culty may be experienced 
in reaching the internal opening on account of the inability of 
the probe to adapt itself to the curves of the track. When 
this difficulty presents itself, the index finger should be with- 
drawn from the rectum and the point of the probe should be 
forced through the skin at the spot where its further progress 
is arrested. The bridge of tissue covering the probe-director 
should then be divided, care being taken that the point of the 
bistoury is maintained in close contact with the groove in 
the director. In this way the first part of the main track 
will have been laid open. The incision thus made w^ill nearly 
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always permit of the probe-director being passed through the 
remainder of the track in the required direction. The left 
index finger should now be again introduced into the rectum, 
and the probe-director then passed along the track towards 
the internal opening. If the passage of the probe still be 
impeded the manoeuvre, above described, should be repeated. 
It may, though rarely, be necessary to do this a second time 
before the internal opening can be reached. As soon as the 
point of the probe-director is felt in the rectum, a little gentle 
manipulation will suffice to make its point pass through the 
internal opening. When the probe-director has entered the 
rectum, its point should be hooked down by the index finger 
and brought out through the anus. The probe-director should 
then be passed onwards until its groove appears beyond 
the internal opening. The bridge of tissue (containing the 
external sphincter, or part of it, in all sub-muscular fistulae) 
which covers the probe-director, is then divided and the probe 
thus liberated. The index finger is again introduced into the 
rectum, and then by everting the anal margin at the spot 
where the incision has been made, the floor of the main track 
in its entirety will be exposed to view. A careful search 
should now be made along the floor and sides of the main 
track, by the aid of the point of the probe-director, for any 
apertures leading into lateral burrowing. If lateral burrow- 
ing be found, the probe-director should be passed along it to 
its extremity, and forced through the skin at this point if 
no secondary external opening be situated there. The bridge 
of tissue over the probe-director should then be divided 
and a further search made for lateral burrowing. When 
the lateral burrowing has been thoroughly laid open, all 
incisions, which terminate abruptly, should be extended for 
half an inch so as to ensure good drainage. Overhanging 
or undermined edges of skin should be removed, and the 
wound carefully cleansed. When all bleeding has been 
arrested, the wound should be packed with cotton wool 
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wrung out of perchloride of mercury Bolution, especial care 
being devoted to the part which passes into the rectum. An 
externa.! dressing should then be applied and a T bandage 
adjusted. 



Pra. 52.— Showing thb SrscFTAMBous Bussowinq op a Fistula con- 
fined TO ONB 8n>B LAID OFEH. 
The liealing is taMng place Cbroughoul the whole wound. 

The differences in the method of procedure required hy com- 
plete fistula, posterior to the transrerse anal line as compared 
icith complete fistula anterior to that line. 
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As we have already pointed out (see pajje 125), the lateral 
Ijurrowing o£ a fistula situated posterior to the transverse anal 
line takes a different course to that of a fistula anterior 
to that line, and, therefore, the operation must be modified 
accordingly. 

In FistiiUe Posterior to the Transrersii Anal Line. 

In cases of fistula confined to either side of the anua, 
the mode of procedure which we reeommend differs according 



as the main track is aubcutaneoue or aubmuscular. When 
only subcutaneous, it should be laid open from end to end, 
together with all the lateral burrowing (see fig. 52). When 
the main sinus is submuscular and passes either between the 
superficial and deep portions of the external sphincter, or 
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between the intemal and external sphincterB on its way into 
the rectum, it should be laid open into the rectum, together 
with all the subcutaneous and submucous burrowing (see 
fig. 63). When, however, a lateral burrowing, as is some- 
times the case, passes either upwards outside the internal 
sphincter or forwards beneath the branches of the inferior 



PlO. 54.— ApPEAB4trCE OF ATOUKD MADB BY THB H-8 

rhe sinus leodlDR into the rectum va 
not divided. The thorDugh Rapi 



wound y 



hsemorrhoidal artery, neither the one nor the other of these 
tracks should be laid open until an attempt has been made 
to get it to close by other means (see page 185). 

Posterior hone^shoe ^fistxdtB- 
In those cases in which the internal opening is situated in 
the middle line posteriorly between the two sphincters and the 
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burrowing has extended to both sides — the typical posterior 
horse-shoe fistula — -all the Bubcutaneous burrowing on both 
sides should be laid open first, and afterwards the ainus 
passing beneath the ano-eoccygeal ligament from one side to 
the other, and the vessels divided by this incision secured. 
If the internal opening be email, the resulting H shaped 
wound may be firmly plugged with cotton wool wrung out 
of a solution of Hyd. Ferchlor (1 in 500), and the sinus in 



FlO. 65. — POSTEBIOB HOBSB-SHOR FlSTULl. 

connection with the internal opening left for subsequent 
treatment, if necessary (see figs. 51, 66, and 63). This 
may be all that is required to cure the fistula, but in the 
majority of cases it does not succeed. Operating in this 
way, i.e., by not laying open the main track into the bowel, 
has three great advantages : — 

(1) That all htemorrhage can be readily controlled by 
plugging the wound. 
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(2) That when the bowels are reheved neither flatus nor 
fiecee will pass into the wound, as occiirB when the external 
sphincter has been divided. 

(3) Should the fistula be cured without division ol the 
external sphincter, there can be no loss of power even in that 
mtiscle. 

When the internal opening is large, it is well to postpone 
laying open the main track into the rectum, until the greater 
part of the wound has healed. When a part of the main 
track passes up above the level of and external to the in- 



ternal sphincter, it should be subsequently dealt with by the 
injection of nitrate of silver (see page 185). This treatment 
should be commenced during the second or third week after 
the primary operation has been performed. 

In those cases of posterior horse-shoe fistula in which there 
is burrowing forwards on one or both sides of the rectum 
beneath the branches of the inferior heemorrboidal artery, such 
burrowing should not be laid open at the primary operation. 
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as, if lett to itself, it will frequently close, on account of the 
free drainage established by the H-shaped incision (see figs. 
64, 55 and 63). 

Infistidte aiiteiior to the transrerse anal line. 
When the fistula is confined to either the right or the 
left side of the anus, the main sinus, when subcutaneous, 
should be laid open from end to end together with all 



Via. 57. — Ax Antbbiob Eobsb-shob Fibtula. 

In thlB c&se a polypoid growth was ronnd pulially attached to the aide ol the inbotnal 

lateral burrowing, if any. When the main sinus is sub- 
muscular and passes no deeper than the external sphincter, 
it should be laid open from end to end together with all 
subcutaneous and submucous burrowing. Occasionally, a 
lateral sinus may pass upwards external to the internal 
sphincter. This should be treated by injection with nitrate 
of silver solution with the object of inducing it to close. 
In such a case, division of the internal sphincter always 
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prodaees Bome permanent losa of power, and, in women, 
will be followed by permanent rectal incontinence and, later 
on in lile, by procidentia of the rectum. 

Anterior horse-shoe fistula. — Ab we have already pointed 
oat, the position of the internal opening in a case of posterior 
horse-shoe fiatnla, is in the middle line posteriorly between 
the internal and the external sphincters. In an anterior 



Fib. SS.— Thx Saub Case ab nr Fio. 57, Shuwtno thb Extbbitai. 
BuEtBOwiNO Laid OpBir. 

The eilenaive bmrowing od the right aide passed off from the anterior of the two 
external openings. 

[Ptoto lakn abMl afiHiigU nftrr Iks oprntivtu.] 

horse-shoe fistula, however, the internal opening is usually 
found between the internal and the external sphincters 
(occasionally also above the internal sphincter) either on the 
EA or the LA side of the rectum. In some instances the 
internal opening may be met with in the middle line 
anteriorly, but this is estremely rare. In operating upon a 
case of anterior horse-sboe fistula, all the subcutaneouB 
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burrowing should be laid open first, and then the main sinus 
passing into the rectum between the external and the internal 
sphincters (see figs. 57, 58, 69 and 60). Should a polypoid 
growth be found to co-exist, its base must be ligatured and 
the growth removed. When the main sinus passes into the 
rectum through or deeper than the internal sphincter it 
should not be laid open. Should the internal sphincter be 
divided, the patient will certainly have more or less per- 
manent loss of control over the contents of the rectum. 



Fio. 59.— An Antbbiob Hobsb-shob Fibtitli^ (in a Fbu&lb) 

inJy external opening HOB L. A. one inch. Tbe liitariil butroning wbb subcutaoeo 



In some instances, the lateral burrowing of an anterior 
horse-shoe fistula will extend backwards beneath the branches 
of the inferior hemorrhoidal artery. This burrowing should 
be laid open at the time of the primary operation because, in 
our experience, if left alone it will not close, as often does 
the forward burrowing beneath the branches of the inferior 
hsemorrhoidal artery in connection with fistula posterior to 
the line. We think the following is the explanation of this 
difference. When fseces are being expelled from the rectum. 
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the mass is at first driven downwards and forwards againat 
the anterior rectal wall, until it reaches a point from one to two 
inches from the anus when it changes direction and is expelled 
downwards and backwards. Accordingly, in the backward 
burrowing of a fistula anterior to the transverse line, the 
discharge in the sinus is driven backwards, thereby distending 
the sinua and so preventing it from healing. On the other 
hand, in the forward burrowing of a fistula posterior to the 
transverse line, the onward passage of ffeees has the beneficial 



effect of emptying the sinus and preventing its distension, thus 
promoting healing, especially when a free external opening 
through the skin has been provided. 

Metliod of Operating in lilind Kxtei-nal Fisttihe, 
When the patient is fully under the influence of an 
anaesthetic, the left index finger should be introduced into the 
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rectum and the point of a probe-director should be passed 
through the external opening (there are, as a rule, no 
secondary external openings in a blind external fistula unless 
they are the result of the confluence of adjacent follicular 
abscesses) into the main track and gently passed onwards, 
the finger in the rectum following the point of the instrument 
in its progress. When the probe-director is found to pass 
between the external and the internal sphincters, its point 
should be forced through the mucous membrane in order to 
convert the blind external fistula into a complete fistula. The 
operation should then be completed as detailed under that 
head (see page 139). 

When the point of the probe-director does not pass 
between the external and the internal sphincters but goes 
deeply in the ischio-rectal fossa external to the internal 
sphincter, it should not, on any account, be made to perforate 
the rectal wall, as otherwise the internal sphincter would be 
involved in the subsequent incision. Accordingly, when the 
main track takes this deep course, we must be contented with 
simply enlarging the external opening freely by a T incision 
and trusting to the resulting wound healing from the bottom 
(see figs. 48 and 49) (see page 135). 

Method of Operating in Blind Internal Fistulce. 

The usual method adopted in operating upon these cases, 
after discovering the position of the internal opening, is to 
pass a speculum into the rectum and then to introduce the bent 
extremity of a probe-pointed director into the internal opening 
of the fistula. The probe being retained in situ, the speculum 
is withdrawn, and the point of the probe made prominent 
under the skin near the anal margin. The skin over the 
end of the probe is now divided, thus converting the blind 
internal into a complete fistula, which can be easily laid open 
into the rectum on the director. The objections to this method 
are : — 
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1. Part, or the whole, of the internal sphincter will be 
divided when the track leadmg trom the internal opening 
passes through or above the internal sphincter. 

2. The probe may, soon atter its entrance into the track 
of the fistula, pass out of it again, and thus, when the 
intervening tissue is divided, a considerable portion of the 
track may be left untouched. 



. Tlie intHual openinE wa,a io the 
the spbincteTB. 

The exact procedure to be adopted depends upon the 
position of the main track of the fistula, that is, whether it is 
situated in the ischio-rectal fossa or entirely beneath the 
mucous membrane. 

The method that we always adopt when the fistula is 
in the ischio-rectal fossa (see fig. 36), is to introduce the left 
index finger into the rectum, and, after finding the internal 
opening, to carefully examine, both to the right and left of it 
in the iachio-rectal fossa, tor any induration indicating the 
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lateral burrowing of the fistula. When this has been made out, 
the index finger is passed onwards for at least an inch beyond 
the internal opening, unless the latter is situated very high up. 
The finger in the rectum is then semi-flexed, and the swelling 
due to the fistula is pressed downwards, and so made prominent 
beneath the skin by the side of the rectum. In this way, the 
extent of the more superficial part of the swelling can be felt 
between the index finger in the rectum and the left thumb 
outside. A crucial or T-shaped incision should now be made 
into the centre of the swelling, thus converting the blind 
internal fistula into a complete fistula, and, at the same time, 
affording a free exit for the pus (see fig. 61). When the 
track to the internal opening passes between the external 
and the internal sphincter, the sinus into the rectum should 
be laid open. But when the track passes through or above 
the internal sphincter, in its course to the internal opening, 
it should not be interfered with, as by doing so the internal 
sphincter would be either partially or completely divided by 
the incision. In such a case, the external opening should 
be freely enlarged and, should the sinus not readily heal, a 
nitrate of silver injection should be used (see page 135). 

When the main track is entirely submucous (see fig. 39) 
the probe director, guided by the left index finger should be 
introduced into the internal opening and gently passed along 
the track to its extremity. Care should be taken to keep 
the point of the probe-director in contact with the mucous 
membrane, so that it may be passed superficially to any 
artery crossing the direction of the track. When the upper 
extremity of the track has been reached, the point of the 
probe-director should be made to perforate the mucous 
membrane in that situation. The instrument should then 
be passed onwards until its groove can be felt beyond the 
aperture. Since free haemorrhage may follow the laying open 
of a submucous track, it is necessary to ascertain whether 
one of the branches of the superior hsemorrhoidal artery 
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passes superficially to the probe-director. This may be deter- 
mined by carefully palpating the mucous membrane beneath 
which the instrument has been passed, the tension upon 
the mucous coat being relaxed by pressing the probe-director 
firmly against the muscular coat of the rectum. If no 
vessel be found to cross the probe-director, the intervening 
tissue should be completely divided. Should one of the 
branches of the superior hsBmorrhoidal artery be found to 
pass superficial to the probe director, one of two methods 
may be adopted. Either a ligature may be passed along the 
track and tied tightly, or the artery should be clamped on 
both sides of the probe director and then the track may 
safely be laid open. The tissue held by the pressure forceps 
should be ligatured. 

After Treatment . 
After all operations upon fistulsB, the following routine 
treatment should be carried out. Immediately after recovery 
from the eflfects of the anaesthetic has taken place, 15 to 30 
minims of liq. opii sed. should be given in a small quantity 
of water, this dose should be followed in four hours by a 
mixture of catechu and opium as given below. 

Liq. AmmoniflB Acetatis ... ... 5 ss 

Tinct. Catechu ... ... . . 5 ss 

Tinct. Opii ... m., x 

Tinct. Cardamomi Comp. ... si 

AqusB ... ... 5 vi 

This draught should be repeated every four hours during the 
first sixteen, and every eight hours during the succeeding 
forty-eight. About twenty-four hours after the operation, 
all the external dressings should be removed and the 
surrounding skin gently washed with an antiseptic lotion, 
but the cotton wool, with which the wound has been packed, 
should not be disturbed. Hot boracic fomentations should 
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now be commenced, and their use continued until the bowel& 
have been freely relieved. The fomentations may then be 
discarded, unless the condition of the wound renders their 
continuance for a longer period desirable. The bowels should 
be freely relieved about ninety-six hours after the operation 
by administering the two following pills to be taken at bed 
time : — 

Hydrargyri Subchloridi gr. iij 

Ext. Colocynthidis Comp gr. v 

Ext. Hyoscyami ... gr- ij 

On the following morning the draught given below should 
be taken. 

Magnesise Sulphatis 5 iiss 

Tinct. Sennae 5 ij 

Tinct. Jalapae ... 5 ij 

Aquae MenthaB Pip. 5 xij 

These purgatives will almost invariably secure a complete 
evacuation of the contents of the colon and rectum and there 
will, therefore, be no need for enemata. After this preliminary 
clearance, a free action of the bowels should be obtained, at 
least once in every twenty-four hours, until the wound is quite 
healed. 

The first action of the bowels usually brings away the 
packing in the wound. If any portion remain in the 
wound after this, it should be removed. The wound should 
be carefully cleansed, after the bowels have acted, and 
irrigated with a solution of sublimate of mercury (1 in 
500). The cavity of the wound, especially when there is 
any tendency to overlapping or approximation of adjacent 
surfaces, should be lightly packed with pieces of cotton wool 
wrung out of the sublimate solution. This dressing should 
be changed once in twenty-four hours, and more often when 
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there is much discharge. Whenever the dressing is changed, 
the whole surface of the wound should be carefully sponged, 
to prevent either irregular healing or bridging taking place. 
Occasionally the granulations become exuberant, a condition 
indicating tardiness in healing. In such cases, the foUowmg 
lotion will be found useful in restoring the wound to a 
healthy state : — 

I^ 

Zinci Sulphatis ... gr. ij 

Aluminis g^- iij 

Aquae destillatse ... 5 i 

Tit 

The Diet after the Operation. 

Until the bowels have been freely relieved, a milk diet 
should be enjoined. After this, the patient may resume his 
ordinary diet, provided that there is no contra-indication in 
his general condition. 

Average Duration of the Healing Process. 

When a fistula is uncomplicated by other rectal disease or 
by general diseases, the duration of the healing process varies 
according to the variety of the fistula and the depth of its 
lateral burrowing. 

A subcutaneous fistula usually heals within a fortnight. 
A fistula consisting of a main track (without lateral burrow- 
ing) which enters the rectum either between the superficial 
and the deep portions of the external sphincter or between the 
external and internal sphincters, generally requires from four 
to five weeks for complete cicatrisation. Cases of fistula in 
which there is, in addition, extensive subcutaneous lateral 
burrowing, will, as a rule, not be healed in less than from six 
to nine weeks. The healing process in cases of anterior or 
posterior horse-shoe fistulsB, may extend over three or four 
months and, even longer, should the patient's constitution be 
debilitated by the preceding suppuration. 
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Complications after the Operation and their 

Treatment. 

The complications that may supervene after an operation 
upon a fistula may be divided into (a) the immediate , that 
arise within the first twenty-four hours ; and (b) the remote, 
that supervene at a later period. 

(a) Immediate. Under this head are comprised haemorr- 
hage, an action of the bowels soon after the completion of the 
operation, and retention of urine. 

Hcemorrhage. — When recurrent bleeding occurs after an 
operation upon a fistula, it usually shows itself within three 
or four hours, and is due to one of the following causes : — 
(1). — Bleeding from a vessel which escaped ligature. 
(2). — The slipping of a ligature. 
(3). — Insufficient packing of the wound. 

When recurrent haemorrhage is found to have taken place, 
all dressings should be removed and the bleeding point 
secured. Should there be a general oozing from the surface 
of the wound, cotton wool, soaked in the stronger solution of 
perchloride of iron, should be packed in its cavity, with a pad 
of cotton wool and a T bandage carefully and firmly applied. 

An action of the bowels soon after the completion of the 
O2)eration, — This is almost always due to the fact that the 
bowels were not thoroughly relieved before the operation. 
Purgatives should be given at least twelve hours before the 
time fixed for the operation, so that their full effect may be 
completed before then. When an action of the bowels takes 
place aftnr the operation has been finished, all the external 
dressings should be removed and the surrounding skin 
cleansed. The packing of the wound should not be disturbed, 
as such a procedure will cause much pain and may require 
an anaesthetic for the re-introduction of the plug. So far 
as we have seen, the passage of faecal material over the surface 
of a recent wound in the ano-rectal region does not appear 
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to exert any deleterious effect. There is usually not more 
than one action of the bowels immediately after the opera- 
tion, because, as soon as the patient i** under the influence 
of the opium and catechu, the intestinal irritability ceases. 

Retention of urine. — There is seldom any difl&culty with 
micturition after an operation upon an uncomplicated fistula. 
When internal piles or fissure complicate the case, difl&culty 
with micturition sometimes occurs. The best way to avoid 
having to pass a catheter after these operations is to allow 
very little fluid to be taken by the patient during the first 
twenty-four hours, at the end of which period the reflex spasm 
of the sphincter vesicae will have subsided. When retention 
of urine occurs, the patient should first be made to sit in a 
warm hip bath. If this fail, a catheter should then be passed. 
This subject is more fully considered under Internal Piles. 

(b) The remote complications are irregularity in the heal- 
ing, extension of burrowing, persistence of the discharge, 
prolapse of mucous membrane or of an internal pile or piles 
into the wound, and the impaction of faeces. 

Irregidarity in healing is due to the more superficial parts 
of the wound being allowed to come into contact before healing 
has taken place at the deepest part. The resulting union at 
the points of contact leads to the re-establishment of a part, 
or even the whole, of the fistula. The only way to prevent 
these adhesions taking place is by thoroughly sponging the 
whole surface of the wound at least once a day, and after- 
wards placing pledgets of cotton wool between the contiguous 
surfaces. When irregular healing is found to have occurred, 
the adhesions should be broken down with a probe or divided 
with a bistoury. 

Extension of hiirroicing occasionally occurs owing to a 
lateral offshoot from the main track having escaped notice at 
the operation. In such a case, the packing of the wound shuts 
up the pus in the undetected track and burrowing continues 
from it. This extension of burrowing manifests itself by the 
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supervention of pain of a throbbing character and by the 
appearance, in some cases, of a swelling in the neighbourhood 
of the wound (see fig. 50). The onset of pain in the wound, 
after the first eighteen hours following an operation upon an 
uncomplicated fistula, is always suggestive of extension of 
burrowing. Under these circumstances, the packing of the 
wound should be removed and the additional burrowing fully 
laid open. The fresh wounds should then be packed and 
fomentations applied to the part. 

Persistence of the discharge, — In some cases it will be found 
that, although the wound is slowly diminishing in size day by 
day, the quantity of pus generated does not show a corre- 
sponding diminution. The most usual cause for the main- 
tenance of the purulent discharge is the existence of a track 
extending beyond the part laid open into the rectum, either 
beneath the mucous membrane or external to the rectum in 
the ischio-rectal fossa. 

In those cases in which the fistula has resulted from a 
pelvi-rectal abscess which has extended into the ischio-rectal 
fossa, the discharge may show no progressive decrease in 
quantity, because the operation has been limited to the ischio- 
rectal fossa, and, therefore, the opening into the pelvi-r«ctal 
abscess has been overlooked and left undilated. The dis- 
charge may also be maintained, or even increased in quantity, 
by the wound becoming unhealthy. 

The treatment of this condition depends on its cause. 

When due to a sinus. — The sinus, when submucous, should 
be laid open forthwith ; if external to the internal sphincter, it 
should be treated as mentioned on page 135 ; if caused by a 
pelvi-rectal abscess, careful search should be made for the 
aperture in the levator ani and the treatment described on 
page 87 adopted. 

When the wound is unhealthy, — When the continuance 
of the discharge is due to an unhealthy condition of the 
wound, the whole of its surface should be destroyed by 
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the application of either sulphate of copper, Vienna paste, 
nitric acid or a forty per centum solution of formalin. 
Both before and after the application of any of these sub- 
stances, the wound should be rendered insensitive by a 
twenty per centum solution of cocaine. Boracic fomentations 
should be commenced three or four hours after the applica- 
tion, and repeated every four hours until the wound assumes 
a healthy state. In some instances more than one applica- 
tion may be necessary. The margin of the wound should 
be carefully destroyed. 

Prolapse of mucous membrane or of an internal pile or piles. — 
As one of the results of the division of the external sphincter 
in an operation for fistula, internal piles, when existing, will 
become prolapsed after the second or third action of the bowels 
subsequent to the operation. In those cases in which the in- 
ternal sphincter has been either partially or wholly divided in 
addition to the external sphincter, folds of mucous membrane 
will be prolapsed, even when internal piles do not exist. Such 
a protrusion, whether consisting of internal piles or mucous 
membrane, will, unless removed, greatly retard the healing of 
the wound. Accordingly, in these cases, we always remove 
the protrusion by the ligature about fourteen days after the 
primary operation. Our reason for postponing the removal 
until after this interval has elapsed, is to insure that the 
prolapsed tissue will have attained its maximum, and that no 
further protrusion will follow. 

Knowing how readily existing piles will become prolapsed 
after division of the external sphincter, we make it a rule, in 
a case of fistula, to ascertain whether they are present ; if 
they are, we ligature them before completing the operation, 
taking care that the mucous membrane is not too freely 
removed. 

Impaction of faeces. — On account of the division of the 
external sphincter, faecal impaction is rarely met with after 
an operation upon an uncomplicated fistula. When several 
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internal piles have co-existed and have been removed, it may 
occasionally occur on account of the narrowing of the passage 
which is apt to follow a too free removal of the piles. For the 
symptoms and treatment of this condition see " Internal 
Piles." 

The Advisability of Operating upon an Ano-Bectal 

Fistula complicated by Pulmonary Tuberculosis. 

At one time, it was the general opinion in our pro- 
fession that when a fistula was complicated by pulmonary 
tuberculosis an operation should not be performed. In 
recent years a great change in this opinion has taken place 
and, at the present time, these patients are often recom- 
mended to have a fistula cured by operative measures in 
order that one source of weakness may be removed. So 
far as our experience goes, we consider that every case of 
fistula, occurring in a subject of pulmonary tuberculosis, 
which is causing discomfort or much discharge, should be 
operated upon, unless the pulmonary disease is so advanced 
that the life of the patient would be jeopardised by the 
operation. We know of no instance in which the activity 
of the pulmonary disease has been definitely increased by the 
curing of the fistula. 

Fistula, in phthisical subjects, sometimes causes so much 
pain and difl&culty in defsecation that the bowels act several 
times during the day on account of the incomplete emptying 
of the rectum. The real explanation of these symptoms is 
often not appreciated and, consequently, the patient is treated 
for diarrhoea that does not exist. There is often also much 
discharge which constitutes a continuous drain upon the 
patient's strength. 

The pain and difficulty in defsecation are due to the 
following causes : — 

(1) The large internal opening which usually exists in 
tuberculous fistulse. 
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(2) The spasmodic contriiction of the external sphincter 
met with in some cases (the external sphincter is usually 
relaxed in phthisical patients). 

(3) The retention of feecal material in the track and lateral 
burrowing of the fistula. 

The comparatively large quantity of discharge is due to 
the extensive undermining of the skin around the primary and 
secondary external openings, which favours the retention of 



Fio. 62.— Thb PABTrtLiY hbaled WorND in cabk I. bhowiho thb 

BILATEBAI. BrBBOWINa OF A 'I'YFICAL POSTEKIOB HOBSR.SHOB FISTULA, 

[Pholo iuken fimrtee,, da,i oflir tit oprralun.i 

All the elMcnal burrowinR in both iBchio-rectttl tosBiE has been laid open together 



f»ecal material in the main tnick and the lateral burrowing. 
.■Vll these symptoms can be effectually removed by an opera- 
tion. Their disappearance is always followed by a great 
improvement in the comfort of the patient, and also by an 
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increase in his body weight. The wounds heal soundly, though 
less rapidly than in a healthy patient. 

In illustration of our views on this subject, we have 
appended the notes of the two following typical eases, in 
both of which there was extensive pulmonary tuberculosis 
in active progress during the healing of the wound, as 
Figs. 64 and 66 distinctly show. 



This uaee is a,t, excellent example of the cure of an eMoneive lUBlerior horse-ahoe 
(iBtula without division ol the external sphincter. Fig., 64 shows that this 

talien during the healinK procasB. 

Another point to be borne in mind in connection with 
fistulie in tuberculous patients, is the readiness with which & 
small fistula may, in two or three days, become converted 
into a most extensive one. "VVe, therefore, recommend that 
these fistulie should not be examined with a probe until the 
operation is about to be performed, because we have seen 
such a procedure lead to extensive increase in the dimensions 
of a fistula. 
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been laid open, the wonnd presented the appearance of a horse-shoe 
(see fig. 62). 

Reialt. — The healing of the wound was alow bnt steady, and on 
May 9, 1900, i^., 68 days after the operation, the patieat left the 
hospital cured (see fig. 68). A week before his discharge a skiagram 
was taken of bis chest (see ig.- ^)- 

Ttmptraturt.—Oa admiesion, 99 F. ; the following day, 100 F. ; the 
third day, 101 F. ; the fonrih day (after opeiation), 99-4 F. During 
the remainder of his stay in the hospital, the temperature never rose 
above 99'6 F., generally being below 99 F. 

Case II. 
J. R. tet 86, coal porter. 

Uiitory.— la October, 1899, an abscess appeared in the B. P. quadrant 
of the peri-anal regian, whilu he was attending as an oat-patient at 



pi(j, tj5.— Tub appiubince of the paeplv ufki.i 

The pholograpli showBlbe thickened or iBdeiiifttoufloveihan 
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one of th« London hoBpit&U foe diseaaes of the cbest. The absoesa 
broke epontaneoaslj soon otter its appearance. On April 7, 1900, he 
went to St. Mark's Hospital and was admitted under Mr. Goodsall on 
May 7. 

Operation, May 10, — The main track of the fistnla between the 
external and the internal openings was laid open, together with all 
lateral burrowing. The aadermined edges of skin were oompletel? 



Fio. 66.— Thb Seiiobau of the Chest in thb same patient ab in 
Fia. 65, ssowiNO the tdbebculods deposit in the luhos. 

IPkolo lakKi «™ »«t. ^pir Iki optration.'] 

Ducri/liOH <tf Sti..J(V.« ty Dr. Hugh W,tlAam. 

The chest ia viewed from tbe front. The skiagnm shows advaaced tuhercnlouB 

diaeaBe of both lunge. There is a well marked cavity In the left upper lobe. 

The vBrticul linvH MHsn on Buch Hide lUHBt be disregftrded. They are caused by 

iag Bklagraphed with the sternum towards 

remOTed, so that the resulting wound gaped widely (see fig. 65). The 
internal opening was ol large size and was situated in tbe middle line 
posteriorly opposite the interval, between the external and the internal 
sphincters. The exterual sphinoter was completely divided when the 
main track was laid open into the reotnm. 

Rault.—The healing proccBS was slow and steady. On June 15, 
('.«., 86 days aFtei the operation, the patient left the hospital being 
desirons ol returning to work. 
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Temperature^ On admission into St. Mark's, 99 4 F. ; May 10 (after 
the operation), 98*2 F. Daring the sacoeeding seven days the 
temperature did not rise above 99*2 F. May 18, 100*2 F. After this 
and up to the date of his discharge, the temperature varied between 
97-4 and 102. F. 

Treatment after the Operation, 

The wounds, in tuberculous patients, will often heal more 
rapidly with the free application of iodoform than under 
any other kind of dressing. In Case I. the wound was 
dressed only once in every twenty-four hours during the last 
five weeks, the cavity being insufflated with iodoform ; in 
other respects the local treatment adopted w^as as recom- 
mended on page 153. 

Much more attention must be given to the treatment of 
the patient's general health, in cases of tuberculous fistula, 
than to the constitutional treatment in cases of fistula not 
complicated by tuberculosis. 

Cod liver oil and tonics, such as strychnine, quinine and 
iron, are extremely useful for promoting repair. 

A nutritious and easily assimilated diet should be ordered. 
In tuberculous patients, the healing process, under any kind 
of treatment, is always slow. It may be greatly accelerated 
by dry country or sea air. As soon as granulation has been 
satisfactorily established the patient may, so far as the wound 
is concerned, safely travel. 

Perineal urethral fistula simulating ano-rectal fistula, 

A perineal urethral fistula is an abnormal communication 
between the bulbous portion of the urethra on the one hand, 
and the skin surface in the urethral triangle on the other* 
As a rule, the communicating track of a perineal urethral 
fistula is short and direct, so that urine readily escapes 
during micturition through the aperture in the perineum. On 
this account, the nature of the fistula is sufficiently obvious, 
and it can be at once relegated to the sphere of urethral 
surgery. Still, there are fistulse which, arising in connection 
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with the urethra, simulate very closely an ano-rectal fistula 
situated anteriorly to the transverse anal line (see fig. 68). 
From these fistulse, urine seldom escapes during micturition, 
except perhaps in such small quantity as to be scarcely 
recognisable, and, consequently, the urethral origin of the 
fistula is, at first sight, by no means clear. The importance 
of being able to distinguish between these two forms of 
fistula cannot be over-estimated, when the question of treat- 
ment arises. The distinction hes in the fact that a perineal 
urethral fistula seldom invades the ischio-rectal fossa, and, 
therefore, rarely communicates with the rectum. In order 
tliat we may understand the course taken by this form 
of fistula, it is necessary to call to mind the anatomy of the 
urethral triangle. It will be remembered that this space 
is bounded, in front, by the sub-pubic ligament ; at the sides, 
by the rami of the pubis and ischium ; and, posteriorly, by an 
imaginary line drawn from the anterior border of one tuber 
ischii to the other (see fig. 1). Stretching across and filling 
up this space is the triangular ligament, the posterior border 
of which corresponds to the imaginary line above alluded 
to. The triangular ligament is pierced in the middle line 
by the urethra, the bulbous and the commencement of the 
spongy portions of which are attached to its superficial aspect 
along the middle line. By this arrangement the urethral 
triangle is sub-divided by the urethra into a right and a 
left superficial perineal triangle (see fig. 3). These triangles 
contain muscles, vessels and nerves, and are covered by a 
stratum of fascia, known as the superficial perineal fascia 
of Colics (see fig, 13). This structure has the following 
attachments : On each side, it is attached to the rami of the 
pubis and ischium ; behind, it curves round the transversus 
perinei muscle to blend with the posterior border of the 
triangular ligament ; while, anteriorly, it becomes continuous 
with the fascia covering the scrotum and penis. In the 
middle line, Colles's fascia is bound down to the median raphe 



168 DISEASES OF THE ANUS AND RECTUM. 

in the bulbo-cavernoaus miiecle, by a septum, which, though 
complete behind, is deficient in front. Bearing these facts in 
mind, it will be readily appreciated that the lateral burrowing 
of a iiatula, originating in the superficial perineal space, will 
take the same course as urine extravaaated in that locality. 
Thus, commencing on one side of the middle line, it cannot 
extend backwards into the rectal triangle on account of the 



FtG. 67.— Showino thb UuHaowrso iaid open of a Pbkihbal Ubbthral 

FtSriTLA, IKVOLVINO BOrH SPPBBnCIAL PBEINBAL TBIANULE8 AND THB 
SCBOTCTM. 

Tbe Y-sliaP«<l appearance ot the wound in «e]] abowii. the lusterior extremities of 
wbicli correapond to tbe level ot the base of the triaagulsr lietttiieBt. 

union between Colks's fascia and the posterior border of the 
triangular ligament ; neither can it extend into the thigh on 
account of the attachment of the same fascia to the rami of 
the pubis and ischiinn. Accordingly, extension can only 
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take place forwards towards the scrotum. Either before 
or after reaching the scrotum, however, it may extend 
into the superficial perineal triangle of the opposite side by 
crossing at the point where the median septum is deficient. 
Having occupied both superficial perineal triangles, further 
•extension can only take place through the scrotum. External 
openings may be found at any point along its route, but the 
position of the primary opening is generally on one or other 
side of the middle line at the level of the base of the triangular 
ligament, and, therefore, in front of the transverse anal line 
either in the KA or the LA quadrant. When the lateral 
burrowing has involved both superficial perineal triangles as 
well as the scrotum, the appearance of the wound, resulting 
from the complete laying open of the fistula, is Y-shaped, the 
extremities of the fork being directed towards the rectal 
triangle (see fig. 67). 

Etiology. 

A perineal urethral fistula is due either to suppurative 
processes, arising in connection with the bulbous portion of 
the urethra and its immediate vicinity, or to traumatism. In 
those instances of non-traumatic fistula in which urine 
escapes readily through the fistula during micturition, an 
organic stricture of the urethra almost invariably exists, the 
urethra having partially given way behind the stricture. 

In those cases of fistula in the neighbourhood of the 
bulbous portion of the urethra in which urine does not escape 
through the fistulous track, the abscess, from which the 
fistula resulted, most probably originated in Cowper's gland. 
Acute suppuration in this gland is met with as a sequel 
to urethritis, especially when of a gonorrhoeal nature. The 
abscess thus formed may either discharge itself into the 
urethra and subsequently close, or it may extend into the 
peri-urethral tissue and by gaining access to the urethral 
triangle cause a fistula. When taking the latter course, an 
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aperture communicating with the interior of the urethra 
seldom exists, and, consequently, there is no extravasation of 
urine. Tuberculous disease of Cowper's gland may give rise 
to a chronic abscess terminating sometimes in a perineal 
urethral fistula. 

Differential Diagnosis. 

A perineal urethral fistula in which extensive lateral 
burrowing has taken place, mxy, from the proximity of the 
burrowing to the anus, very closely resemble an ano-rectat 
fistula situated anteriorly to the transverse anal line and indeed 
has been mistaken for it. Consequently, it is of great 
importance that these two kinds of fistula should be dis- 
tinguished from one another. Each begins as a painful swell- 
ing, in front of the transverse anal line, which increases in size 
and ultimately discharges through one or more external 
openings. The subcutaneous burrowing of both may extend 
in any direction, and is, therefore, of little value for 
diagnostic purposes. The situation of the deep burrowing,, 
however, is of much value, because in the ano-rectal fistula it 
is found in the ischio-rectal fossa, whereas in fistulse in the 
urethral triangle it never extends further backwards than the 
base of the triangular ligament fsee fig. 67). Accordingly, 
the knowledge of the situation of this part of the burrowing 
is of great importance, and can readily be acquired by passing 
the left index finger into the rectum and compressing the 
peri-rectal tissues between it and the thumb of the same 
hand placed on the skin surface. In the ano-rectal fistula, the 
main track can be followed continuously from the external 
opening to the rectal wall, and, if the fistula be complete,, 
the internal opening can be readily felt (see page 117). In 
the perineal urethral fistula, no such main track can be 
felt by the finger in the rectum and there is no communi- 
cation with the bowel. Through the external opening of an 
ano-rectal fistula, pus, faeculent material and flatus may 
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eneape, but not urine. Through the external opening of a 
perineal urethral listuta, pus or urine may issue but not 
flatus or fsBcea. Unless these points be borne in mind, a 
mistake in diagnosis may occur, especially if external appear- 
ances only are relied upon. In the accompanying illustration 
(see fig. 68), it will be noticed from the scar that the sub- 
cutaneous burrowing extended bar-kward'^ into the rectal 



triangle, a circumstance which caused the case to be wrongly 
diagnosed us an ano-rectal fistula. When the urethral origin 
of the fistula has been determined, the next point to be settled 
ia whether a stricture of the urethra is present or not. Thi^i 
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is an important point, because it directly influences the 
subsequent treatment. If a stricture be found, the cause 
of the fistula is probably the giving way of the urethra, 
resulting in the formation of an abscess primarily in the 
peri-urethral tissue. When a stricture is not present, the 
fistula probably originated as an abscess in Cowper's gland 
and a communication with the urethra is not, therefore, 
likely to exist. The existence of a communication with the 
urethra is clearly demonstrated, if urine escape through the 
fistula. 

Treatment, 

When there is a stricture of the urethra, it should be 
•dilated up to the diameter of the meatus. We do not think 
that there is anything to be gained by dilating the stricture 
beyond this. When this extent of dilatation has been secured, 
we recommend that fifteen minims of a saturated solution of 
nitrate of silver (see page 135) should be injected through the 
external opening of the fistula. A silver catheter should be 
introduced into the bladder and retained while the injection 
is being made. As soon as the injection has been completed 
the catheter should be withdrawn. The external opening of 
the fistula should then be freely enlarged by a crucial or 
T-shaped incision, with the object of converting it into a 
funnel-like opening. All the lateral burrowing should then 
be laid open from end to end. The patient should not, if 
possible, pass urine during the first twelve hours after the 
injection. The urine should be drawn off with an india-rubber 
catheter as often as the patient may desire to have the 
bladder emptied. The bladder itself should be washed out, at 
least once in every twenty- four hours, with a weak solution 
of Condy's fluid. This catheterization and washing out 
should be continued until the fistula has been healed for four 
or five weeks. During the healing process, the patient should 
be directed to sit in warm water every night and morning. 
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and at all other times boracic fomentations should be con- 
stantly applied to the wound. In other respects, the after 
treatment is identical with that described on page 153. 

As a result of the action of the saturated solution of 
nitrate of silver, the wall of the fistula sloughs and usually 
separates in from four to six days. 

When these cases have been treated according to the 
method described above, a satisfactory result has been, almost 
invariably, attained (see fig. 68). 



CHAPTEK V. 



RECTO-URETHRAL, RECTO-VESICAL AND 
RECTO-VAGINAL FISTULA. 

Communications between the rectum and the prostatic 
urethra, the urinary bladder and the vagina, though not 
of common occurrence, are sufficiently often met with to 
justify their inclusion in a work of this kind. Excluding 
congenital malformation, they are the result either of disease 
or of traumatism and give rise to symptoms which may make 
the patient's existence utterly miserable. When they are 
neglected they may become a source of danger to life. 

RECTO-URETHRAL FISTULA, 

This form of fistula, fortunately seldom met with, consists 
of a main track communicating, so far as we have seen, 
on the one hand with the anterior wall of the rectum, 
either on a level with, or immediately below the area in 
contact with the prostate, and on the other hand with the 
prostatic urethra. In our experience we have seen but five 
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cases, excluding those that were due to malignant disease 
and traumatism. In all of these, the rectal aperture was 
situated in the anterior wall of the rectum, either to the 
right or to the left of the middle line and within a distance 
varying from one and a half to three inches from the anus. 
The urethral aperture was probably situated either in the 
floor or in the lateral walls of the prostatic urethra. We 
are led to this conclusion in regard to the situation of the 
urethral aperture, from a case of prostatic abscess which 
terminated in a pelvi-rectal abscess and secondarily invaded 
the ischio-rectal fossa. The patient ultimately died from 
exhaustion induced by the prolonged suppuration, and at the 
autopsy an opening was found in the floor of the prostatic 
urethra. Quenu and Hartmann* state that the prostatic 
urethra and, in very rare instances, the membranous portion 
of the urethra, are the seats of the urethral opening. 

Etiology. 

In each of the five cases of recto-urethral fistula referred 
to above, the cause was a prostatic abscess supervening upon 
neglected gonorrhoea. 

Segondt collected 43 examples of prostatic abscess, which 
discharged into the rectum, and of these 21 opened also into 
the prostatic urethra. 

Among other causes which have been mentioned are tuber- 
culous disease, carcinomatous ulceration, and traumatism. In 
the days of perineal lithotomy, the rectum was occasionally 
wounded when the incision into the prostatic urethra was 
being made, with the result that a recto-urethral fistula 
supervened. Falls upon sharp pointed substances, inflicting 
penetrating wounds in the perineum, are said to occasionally 
establish a communication between the rectum and the 
urethra. 

>■ Chirurgie du Rectum, 1895, p. 238. 

+ Des abcds chauds de la prostate. Th. de Paris, 1880, pp. 89-90, quoted by Qu6nu 
and Hartiuann. 
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Symptoms, 

These consist of the escape of urine into the rectum 
during micturition, and of the occasional passage of flatus 
and fluid faeces through the urethra during defsecation, when 
the rectal opening is large. The escape of flatus and liquid 
fsBces through the urethra is not so marked in this form 
of flstula as it is in the recto-vesical variety, the reason 
probably being, that in the latter the apertures are larger 
and the communicating track is shorter and more direct. 
When the fistula is active, pus may escape both from the 
rectum and from the urethra, and lateral burrowing may 
also appear in the perineum, anteriorly to the transverse anal 
line, establishing a secondary opening on the skin surface. 
Prom such an opening, urine may escape and lead to much 
irritation of the surrounding skin. In addition to these 
symptoms, others referable to the rectum and to the urethra 
are usually present. 

So far as the rectum is concerned, the mucous membrane 
becomes congested and a degree of rectitis is induced by 
contact with urine. This inflammatory condition of the 
rectal mucous membrane gives rise to a frequent desire to 
evacuate the contents of the bowel, and also to some rectal 
tenesmus. As a result of the burrowing beneath the rectal 
mucous membrane in the prostatic area, more or less pucker- 
ing and thickening of that structure is established, and its 
mobility over subjacent tissues is lost. The seat of the rectal 
aperture can be felt as a depression in the thickened mucous 
membrane. The sensation imparted to the exploring finger 
by the altered mucous membrane is similar to that experienced 
when examining an evacuated submucous abscess. As a 
result of the burrowing of the peri-prostatic suppuration, 
a pelvi-rectal abscess (see paj^e 72) may result, either prior 
to or subsequent to rupture into the rectum. In a case 
which we now have under observation, the induration pro- 
duced by the burrowing into the pelvi-rectal space is well 
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marked on both sides of the rectum, though it does not 
extend all round it, the posterior fourth of the circumference 
being quite free from inflammatory thickening. 

In regard to the urethral symptoms, a slight purulent 
discharge (quite enough to stain the patient's linen) appears 
to be nearly always present in cases which are not due either 
to carcinoma or to traumatism. So far as our experience 
goes, stricture of the urethra and cystitis are always present 
in these cases, the result being that frequency of micturition 
is a prominent symptom. 

Treatment. 

Sir Henry Thompson* recommends that, in these cases, 
all the urine should be drawn off by a catheter each time 
the patient desires to empty the bladder, and also just 
before the bowels act. We fully agree with this excellent 
practice. It certainly serves two desirable purposes -first, it 
keeps the stricture well dilated ; and secondly, while the 
catheterization is persevered with, further extension of the 
lateral burrowing of the fistula does not take place. 

The above quoted author, in addition to the catheteriza- 
tion, employed the galvanic cautery with success. We have 
never applied the cautery in these cases. 

Several forms of plastic operation have been suggested for 
the cure of recto-urethral fistula, all of which are said to have 
been successful in certain cases. For a full resume of these 
operations we refer the reader to MM. Quenu and Hartmann's 

work.f 

The method of treatment which we have found to be 
successful is as follows : — First of all, the urethral stricture is 
dilated up to the diameter of the meatus. This dilatation 
should be gradual. As soon as the state of the stricture 
permits, all the urine should be regularly drawn off by a 
catheter. This procedure, if adequately carried out, should 

♦ Diseases of the urinary organs, 4th Ed., l«76, p. 147. t Op. cit., pp. 240-242. 

N 
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prevent any urine passing through the fistulous track. The 
bladder should be washed out every night and morning 
with a weak solution of Condy's fluid, in order to diminish 
the cystitis and the consequent frequency of micturition. 

Operatioii. 

When the full dilatation of the stricture and the relief 
of the cystitis have been attained, the track of the fistula 
should be injected with 20 — 30 minims of a saturated solution 
of nitrate of silver. This injection should be made through 
the opening in the perineum, when one exists (it was present 
in all our cases), or through the rectal aperture when no 
perineal opening is present. When the injection is made 
through the rectal aperture, a bi-valve speculum should be 
introduced into the rectum in order to facilitate the procedure. 
Before the injection is made, a silver catheter should be 
passed into the bladder so that the urethral opening may 
be stretched, and any of the solution that has escaped 
into the urethra may be partially or completely decomposed 
by contact with the instrument When a perineal opening 
is present, it should be freely enlarged, after the injection, 
by a crucial or a T-shaped incision, so that a funnel-like 
wound, leading down to the rectal and the urethral 
orifices, may be established. The wound is then packed 
with dry cotton wool, and the catheter withdrawn after the 
bladder has been emptied. A vulcanite rectal tube (three 
inches long and half-an-ineh in diameter) is finally intro- 
duced into tlie rectum, in ordtn' tluit tlatus may readily escape. 

The after treat mout iuntnists in kooping the patient under 
the influence of opium twr tho rti j^I iwout v-four hours. During 
that period urine sluMiKl nv^t bo pnssod nvu* a catheter used. 
At tlie expiration of that tin\o, a jiv^t't rubbor catheter (Xo. 7 
or 8) slunUd be iittnuluct^i tv^ <^upt\ tho Miwldor, The rectal 
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tube should now be withdrawn. In order to prevent the 
necessity for emptying the bladder during the first twenty-four 
hours, only a very small quantity of fluid, say ten ounces, 
should be given until that period has expired. During the 
remainder of the after treatment, all the urine should be 
drawn off at four-hourly intervals or more often if necessary. 
The bladder should be washed out, at least once in every 
twenty-four hours, with a weak solution of Condy's fluid. 
The patient should be directed to use a sitz-bath every night 
and morning (frpm 15 to 20 minutes in duration), and at other 
times hot boracic fomentations should be kept constantly 
applied to the wound. The packing in the wound should be 
allowed to come away spontaneously and need not be 
renewed. As soon as the packing has come away (it usually 
does so in three or four days), the wound should be care- 
fully wiped out, at least once in twenty-four hours, with 
cotton wool soaked in corrosive sublimate solution (1 — 500). 
It is most important that the rectum should not be over 
distended until the fistula has completely healed. The 
distension by flatus can be effectively avoided by the use of 
the rectal tube during the day time. The faeces can be kept 
soft and broken up by the injection into the rectum of one 
ounce of olive oil every night at bed time. The oil should 
be retained all night if possible. While it is retained the 
vulcanite tube should not be used. 

Comparison of the adrantages in the use of the saturated 
solvtiAm of nitrate of silver and the cautery. 

We think that the saturated solution of nitrate of silver 
possesses great advantages over the actual cautery for destroy- 
ing sinus-tissue, as it destroys the whole thickness of the wall 
of the main sinus together with that of its lateral burrowing. 
The vitality of the fibrous tissue of the sinus is so low that it 
is unable to resist the destructive power of this caustic* The 

healthy tissue surrounding the fibrous wall is, however, able 

N 2 
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to resist the action of the nitrate of silver, and consequently 
destruction is limited to the sinus-tissue. This point, we think, 
is borne out by the fact that we have never observed any undue 
contraction to follow the application. Another advantage 
which a liquid caustic has over the cautery is that it can 
penetrate every branch or pocket of the sinus. The actual 
cautery, however, destroys all the tissue, either diseased or 
healthy, with which it is brought into contact, the depth of 
the destruction depending directly upon the duration of the 
contact and the temperature of the cautery. In this way, 
much more tissue-necrosis than is necessary may result at 
the point of contact, while other parts of the main sinus, as 
well as the lateral burrowing, may entirely escape cauterisa- 
tion. Accordingly, we think that the cautery is doubly 
defective — first, it is difficult to destroy the sinus-tissue of 
the whole fistula by its means ; secondly, the destruction 
may be so great, where contact has been made, that unneces- 
sary contraction may be, and often is, produced. 

RECTO'VESICAL FISTULA. 

A communication between the urinary bladder and the 
rectum, though by no means of common occurrence, is much 
more frequently met with than the preceding form of fistula. 
The communication is generally situated in the region of the 
trigone of the bladder, that is to say, where the bladder and 
rectum are in relation with each other, and it is usually 
direct, the recto-vesical septum being merely perforated. This 
condition is usually the result of traumatism or of ulcerative 
j)rocesses. When it is the result of an abscess which has 
burst into both rectum and bladder, the intervening track 
may be long and sinuous and the two apertures may conse- 
quently be situated at different levels. When there is an 
intervening track, the rectal and vesical orifices are usually 
small and the condition of the rectum is very similar to that 
observed in the recto-urethral variety. When, however, the 
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communication is direct, the aperture in the rectum is usually 
large, because it is generally the result of either tuberculous 
ulceration or carcinoma. 

Etiology, 

By far the greater number of recto-vesical fistulsB are 
due to traumatism. Some years ago, when it was the 
practice to relieve a distended bladder by tapping through the 
rectum, catlieterization being for some reason or another 
impracticable, a permanent communication between the 
rectum and bladder was by no means of uncommon occur- 
rence, more especially if the canula had been left in situ for 
any length of time. An excellent example of this condition is 
to be found in the Museum of the Eoyal College of Surgeons 
of England (see specimen No. 3744). 

Gun-shot wounds penetrating both viscera, and also 
perforation by fragments of bone in extensive fractures of 
the pelvis, may also establish a permanent communication 
between the rectum and bladder. 

Of the non-traumatic causes, the most important are, 
pelvi-rectal abscess, tuberculous ulceration of the bladder, 
ulceration of the rectum, and carcinoma of either viscus, the 
infiltration in the last disease gradually extending through 
the recto-vesical septum and terminating in perforation. 
That simple ulceration of the rectum may cause a recto- 
vesical fistula, is shown by specimen No. 2589 in the above- 
mentioned Museum. 

Symptoms. 

The symptoms directly due to a recto-vesical fistula depend, 
in great measure, upon the size of the openings. When these 
are small, all the symptoms closely resemble those of recto- 
urethral fistula and have been detailed under that head (see 
page 176). When, however, the openings are large and the 
communication is direct, the effects are much more pro- 
nounced. In these instances, urine is continually passing 



182 DISEASES OF THE ANUS AND RECTUM. 

into th« rectum from the bladder, and, consequently, khe 
rectum habitually contains urine, a circumstance which, in 
addition to being extremely discomforting to the patient, 
exerts a considerable irritating effect upon the rectal mucous 
membrane. More important than this, however, is tlie 
passage of flatus and faeces into the bladder. As a result, 
flatus is continually escaping through the urethra. The 
presence of faeces in the bladder sets up intense cystitis, 
causing much pain and frequency of micturition. When 
small masses of firm faecal material pass through the urethra, 
symptoms are produced which very closely resemble the 
passage of a small calculus. As a consequence of the cystitis, 
suppuration in the kidneys sooner or later ensues and 
terminates the patient's life. 

Tiratmmt, 

This also depends upon the size and cause of the rectal 
opening. When due to traumatism, even when the aperture 
is large, much can be accomplished by tying a catheter in the 
bladder and inserting a rectal tube, in order to prevent 
distension of the rectum by flatus. By this means, the 
opening either diminishes in size or closes altogether. 

Should the above treatment fail, a plastic operation can 
be performed with some prospect of success. The method of 
procedure sometimes adopted is as follows : — 

Operatioti, 

The external sphincter is thoroughly stretched, and the 
anus is kept dilated by means of retractors or a suitable 
speculum. The margins of the ajierture are then pared and 
deep sutures inserted, care being taken not to include the 
vesical mucous membrane. The sutures should be inserted 
about one-eighth of an inch aj^art, and the line of sutures 
should extend well beyond the angles of the wound. The 
suturing having been completed, a catheter should be passed 
into the bladder, and a rectal tube inserted into the rectum. 
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After Treatment, 

The catheter should be gently withdrawn at the end of 
twenty-four hours and repassed, at short intervals, to guard 
against hyper-distension of the bladder. The use of the rectal 
tube should be persevered with for some time. The sutures 
may be removed at the end of five bi six days. 

In those cases in which the communication between the 
rectum and bladder is due to tuberculous disease, or to 
carcinoma, inguinal colotomy should be performed without 
delay. 

RECTO-VAGINAL FISTULA. 

This form of fistula consists of a communication between 
the rectum and the vagina. The fistulous track is either short 
and direct, when it is due to a loss of substance in the recto- 
vaginal septum ; or it may be of some length and more or less 
tortuous in its course, when the fistula is the result of pre- 
existing suppuration. In the former variety, the rectal and 
vaginal orifices practically coincide with one another and can 
readily be made out, but, in the latter, the two orifices may be 
situated at different levels and, therefore, are not so readily 
discovered. When the fistula is due to an abscess which has 
ruptured into both passages, the vaginal orifice can be felt 
and it may be seen during an examination with the vaginal 
speculum ; but the rectal orifice, on account of smaller calibre 
and the reduplication of the rectal mucous membrane, is far 
less easily discernible. 

The position of the vaginal opening in the recto-vaginal 
septum depends upon the cause of the fistula e.g. : — When 
due to an imperfectly closed lacerated perineum, the orifice is 
usually situated about an inch from the introitus. When, 
due to the prolonged pressure of the foetal head during 
the second stage of labour, the loss of substance in the 
recto-vaginal Eeptum occurs within three inches from the 
fourchette. When due to stricture of the rectum or to a 



184 DISEASES OF THE ANUS AND RECTUM. 

pelvi-rectal abscess, the opening is situated at the upper 
extremity of the vagina slightly to either side of the middle 
line. Lastly, when the fistula is a sequel to ulceration of 
the rectum or to carcinoma of the vagina or rectum, the 
orifice is situated according to the seat of the disease in the 
recto-vaginal septum. 

Etiology, 

Sloughing of the recto-vaginal septum from pressure, 
ulceration of the rectum, carcinoma of the rectum or vagina, 
stricture of the rectum, suppuration in Douglas's pouch 
or in the pelvi-rectal space, and 'traumatism may all give rise 
to a recto-vaginal fistula. 

Syynptoms, 

The chief symptoms are the escape of flatus or flatus 
and faeces through the vagina. In addition to these there is 
a constant eero-purulent discharge from the vagina which, 
together with the escape of the rectal contents, produces 
irritation and excoriation of the vulva. 

Treatment, 

The method of procedure in the treatment of this disease 
depends upon the cause and position of the fistula and the 
size of the openings. 

(a) When the communication is direct and the orifices are 
not too large, such as when the fistula is due to an imperfectly 
closed ruptured perineum, it may be readily cured by the 
application of the solid nitrate of silver to the whole track. 

{h) When the fistula is due to stricture of the rectum, the 
stricture should be gradually dihxted to three-quarters of an 
inch in diameter, and a rectal tube worn as continuously as 
possible, in order that distension by flatus cannot occur. 
Under this treatment, the fistulous track will contract con- 
siderably, and mav even close without anv further treatment. 

(v) When the perforation of the recto-vaginal septum is 
largo, and is situated within two inches and a half of the anus 
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the operation which we have found to be successful in closing 
the aperture is as follows : — 

Operation, 

The external and the internal sphincters are gently 
stretched without tearing the mucous membrane, and a 
sponge or plug of cotton wool is inserted well above the seat 
of the fistula to prevent the descent of faeces during the 
operation. A bi- valve rectal speculum is then passed into 
the rectum and the margin of the aperture in the recto- 
vaginal septum is dissected away, the greatest care being 
exercised to remove as little tissue as is compatible with 
thorough vivification. This having been done, the whole 
rectal wall is then separated from that of the vagina for the 
space of a quarter of an inch round the circumference of the 
opening. This separation is easily effected by means of 
dissecting forceps and blunt pointed scissors. When this 
step in the operation has been completed, the aperture in 
the rectal wall is closed vertically by silk worm gut sutures 
inserted transversely. The sutures should pass through the 
entire thickness of the rectal wall at a distance of a quarter 
of an inch from the margin of the aperture, and should be 
three-sixteenths of an inch apart. The upper and lower 
angles of the wound should be further protected by a suture 
placed about a quarter of an inch beyond the aperture. 
When the sutures are tied, the margin of the wound will be 
inverted and a surface of a quarter of an inch in depth will 
be in apposition for firm union to take place. Before the 
margins of the wound are approximated, the whole area 
should be made as aseptic as possible by careful sponging. 
The rectal part of the operation now being completed the 
speculum and the plug in the rectum should be removed. 

The closure of the vaginal portion of the fistula is now 
proceeded with. A duck-bill speculum having been introduced, 
the field of operation is carefully cleansed and sutures inserted 
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as in the rectal part of the operation, and, as soon as the 
wound is closed, the speculum should be removed. 

A vulcanite rectal tube (three inches and a half long and 
half an inch in diameter) should be passed into the rectum 
and left there. 

By this operation, the rectal and the vaginal orifices are 
closed separately and the margins of each are inverted for the 
space of a quarter of an inch As a consequence, there is a 
broad surface of more than half an inch in extent upon which 
union can take place. 

The subsequent treatment consists in confining the bowels 
for ninety-six hours and giving the patient a light nutritious 
diet. The rectal tube should be removed at the end of 
twenty-four hours for the purpose of being cleansed and then 
reinserted. The vagina should, at the same time, be gently 
irrigated with a solution of corrosive sublimate (1 — 2,000). 
After this, the rectal tube should be removed and cleansed 
once every day and discarded altogether on the third day. 
When the use of the rectal tube has been dispensed with, an 
ounce of olive oil should be injected into the rectum every 
night and morning for the purpose of softening the motions, 
and securing an easy action of the bowels. On, or about, the 
seventh day all the rectal sutures should be removed, but 
those in the vagina may \>e left for a fortnight unless they are 
causing irritation. 

{(I) When the fistula is the result of ulceration, involving 
the lower part of the rectum, an attempt should first be made 
to cure the ulceration, then the aperture, if situated low 
down, can be closed by suture. 

{f) When perforation at the upper part of the recto- 
vaghuU septum is due to ulooraiion of the rectum or to 
carcinoma, the treatment which atYords the greatest relief to 
the patient^s sutTering is inguinal oolotomy. 



CHAPTEK VI. 



SINUS OVER THE SACRUM 



AND COCCYX. 



As one of the results of suppuration in the neighbourhood 
of the rectum, a sinus is sometimes formed over or near the 
sacro-coccygeal articulation. In most of these cases there is,, 
as a rule, no connection whatever with the rectum, but 
occasionally the burrowing may extend to the rectum and open 
there. An opening through the skin in the neighbourhood 
of the sacro-coccygeal articulation is always either present or 
indicated by a scar (see fig. 69.) 

The literature on this subject is extremely limited. 

Curling* says : — " A fistula connected with a carious state 
of the ischium or coccyx is unfit for operation unless the 
surgeon can reach the diseased bone, and, if necessary, gouge 
it." 

Solly, + in a clinical kcture, delivered in 1855, refers to a 
case of '* fistula dependent on carious sacrum,'' and says he 
believes such cases are rare. His case, which had been in the 
hospital for a year, was relieved by a free incision over the 
sacrum. 

That these cases are not so rare as the literature of the 
subject shows is, we think, proved by the fact that seventeen 
cases have come under our observation within a period of 
fourteen years. 

♦Curling " On the Rectum," 4th edit., 1876, p. 107. I "Lancet," 1855, vol. ii., p. 461. 
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Gharaeteristics. 

The disease consists of one or two external openings, a 
main sinus, and lateral burrowing. 

The, I'xtvitial i)pi-ninij closely resembles that of an ordinary 
ano-rectal hstula, and has been mistaken for it (see fig. 70). 



f, ESTBKNiL AlTITiRiNrK Of \ TYl'ir.lL CASE OF SINUS OVKE 



The usual st'at of lhi> prinuiry oiH-ninn is from hnlf an inch to 
one inch to Ww loft of the suri'ii-coii-vj;™! artii-iilntion, though 
soninlinitin it imiy Im i>\m'll_v ovt-r it. In uthi'v tnses, it may 
be situatt'il (juitf iin ini-h almvo iho lU'lii'ulation (see tig. 69). 
The swuuil "iH'iuiu;, when )>roHrul. is usually frmu one to two 
inclu'a ni'iirt>i- i\w iinus Dion llio liisl oiu-nin^ (sfi- fig. 77). 
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The main sinm passes both upwards and downwards from 
the external opening. It may extend upwards to the level of 
the posterior superior spine of the left ilium, and downwards 



Fia. 70.— Showin 



f P»olo iat/» Marek IS, ISIKt.] 

as far as a point midway between the anus and the tip of the 
coeeyx. From the main sinus, lateral hiirn'wiii'j usually takes 
place. The offshoots are generally about an inch in length. 
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and extend outwards, either transversely or obliquely, towards 
the buttock. They are chiefly, if not entirely, confined to the 
left side of the middle line (see figs. 71, 76 and 80). In only 
one case (see fig. 81) was there well-marked lateral burrowing 
on the right side. Occasionally, lateral burrowing may extend 
beneath the gluteus maximus as far as the greater sciatic 
notch, and pass through it into the pelvis, ultimately burrow- 
ing downwards, and pointing between the anus and the coccyx 
<see fig. 80). We believe this was the course the burrowing 
took in the case referred to by Mr. Solly. The main sinus is 
usually subcutaneous, except when it has extended into the 
ischio-rectal fossa. The lateral burrowing is subcutaneous 
except when it passes under the gluteus maximus. When 
the main sinus communicates with the rectum, it probably 
passes between the internal and external sphincters. A probe 
passed into the main sinus, or the lateral burrowings from it, 
is felt to grate against the dense ligamentous structures in 
this region. This grating sensation, we think, has given rise 
to the erroneous belief that bare or dead bone existed. 

Etiology. 

There is nearly always a clear history of an injury to the 
part, such as a blow or a fall.* This may have preceded the 
appearance of the abscess by many weeks, months, or even 
years, the part having been more or less stiflf or tender from 
the date of the injury until the abscess had been opened or 
had broken of itself* In the majority of cases, the abscess 
apjK^ars to have been allowed to break spontaneously. The 
prevalent idea* that these cases are due to necrosis of the 
sacrum or the civcv\» has nt>t binni confirmed by our experi- 
ence. All our oaso< have been cured without the removal of 
any dead Innie* \vl\ich» in fact, did not exist. In two of these 
oases, jH^rtions of bono had Uvn roniovod by other surgeons 

riu> »>»ooipl *U nn tmui \ »»» »xvvM>Usl \\\ oi^hl v^l Iho uni o*s<»s of whioh Ihe notes 
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with no good result, the disease having existed for five years in 
one, and three and a half years in the other. In a third case, 
the disease had existed for seven years, showing great persis- 
tency, although no dead bone existed. We have never seen a 
case of true necrosis of the sacro-coccygeal articulation in 
connection with this disease. The reason for the lateral 
burrowing being so frequently on the left side only, has 
never been elucidated. 

Age. — So far as we have observed, this disease occurs 
during the third and fourth decades of life. We have not met 
with a case in a woman which began after the age of thirty 
years. 

Sex. — In our seventeen cases, eight occurred in women 
and nine in men. It would appear, therefore, that sex does 
not influence the disease. At one time we thought the disease 
was more frequently met with in women than in men, but a 
wider experience has shown this conclusion was erroneous. 

Symptoms. 

The early symptoms are similar to those of an abscess 
which has been allowed to break of its own accord. Closure of 
the orifice sometimes takes place, and, when it does, the 
abscess reappears and discharges again, either at the same or 
through a fresh opening. After several months the discharge 
becomes continuous, and then the part is often more or less 
painful and inflamed, and sometimes cedematous. Occasion- 
ally, the orifice will heal and remain closed for several weeks 
or months before the abscess reappears. While the abscess is 
quiescent, the part always feels stiff, and is tender when 
touched. 

The temporary closure of the opening and the apparent 
disappearance of the sinus for comparatively long periods, are 
direct evidence against necrosis being the cause of the disease. 
The persistence of the feeling of stiffness, and the tenderness 
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to pressure in the neighbourhood of the sacro-coccygeal 
articulation, serve to ahow that the disease is then only 
quiescent and not completely cured. 

Treatment. 
The only method of treatment, which we have found to be 
uniformly successful, ia to freely lay open the main sinus from 
end to end, together with all the lateral offshoote (see fig. 71). 



Fio. 71.— The same case as Fio. S9, aHowma the bstbnt op the 



In tbis case there nera (our Ittteral oft-shool8 all situated on the left side o( the 
uiiddle line. 

Care should be taken that the incisions are carried well into 
healthy tissue beyond the extremities of the burrowing. The 
existence of any offshoots should be carefully sought for with 
the probe, because, should one be missed, the healing of 
the wound will be delayed, or partly arrested. After the 
main sinus and its lateral offshoots have been laid open, the 
resulting wound should be carefully irrigated with sublimate 
of mercury solution (1-500), and afterwards firmly packed 
with cotton wool wrung out of some of the same lotion. The 
packing should be allowed to come away spontaneously. Hot 
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boracic fomentations should be commenced on the morning 
following the operation, and continued at four-hourly intervals 
until the wound has healed. During the early part of the 
healing process, the wound should be carefully sponged, at 
least onco in every twenty-four hours, in order to prevent 
bridging over by the granulations as well as to avoid irregular 
healing. There is no advantage in repacking the w«)und, but, 
where adjacent margins are inclined to come into contact, a 
small piece of cotton wool should be inserted between them. 
Should the surgeon operate and remove the part of the bone 
supposed to be bare or dead, leaving the main sinus and 
the lateral burrowings, if any, not laid open to their ends, 
the patient, so far as we have seen, will not get well (see 
Cases III. and V.), owing to the fact that the main sinus 
is not caused by necrosis, but by the anatomical structure 
of the part, which prevents the walls of the main sinus, or 
of any part of its lateral burrowing, from uniting permanently 
until all tension has been removed. 

In order to fully illustrate this subject we append the notes 
of the more typical of our cases in detail, from which it will 
be seen that the patients were quickly cured by laying 
open the main sinuses and their lateral burrowings from end 
to end. The granulation tissue in the main sinuses and 
lateral burrowing was removed by scraping and sponging; 
the fibrous walls, in our later cases, were not removed, 
because we found this to be unnecessary. The wounds 
were filled with dry cotton-wool. No attempt was made in 
any of the cases, to find either dead or bare bone, nor was 
any to be seen or felt. 

Case I. 

St. Mark's Hospital. E. A. W., set. 25, married, pregnant. Family 
history good. 

Septemberll, 1886. — Admitted as an in-patient. In 1879 an abscess 
about the size of a hen's egg formed close to the sacro-coccygeal articu- 
lation. It gathered for about three \veeks. and then broke sponta- 
neously. The patient did not know what caused the abscess. It quickly 

o 
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diaappeated and gave hei no trouble ontil Eaater. 1882 The abBcess 
tben re.fDrmed and, aftet being ponltioed foe abont a veek, wae broken 
by a blov from a fellow-serrant. The abBcese again quickly dis- 
appeared, and gave her no farther trouble until February, 1686, when 
she was confined with her second child, and was then anable to lie on 
her baok becaoae cf the aching pain over the lower part of the sacrum. 
From this date the part gradually became more and more painfal, and 
at times it ditcbarged. On Jaly 29, 1886, she went to St. Mark's 
Hospital where the opening of the sinns was enlarged. On September 
11, 1886, she was admitted into the hospital and, on the 18cb the 
sinos, which extended from abont two inches below the posterior 



Fio. 72— Showing thh apfbibance i^f the scab two teabs afibb the 

OFBBATION IN CABB I. 

[Pkulngniph l<ik,a fitk yoixmb-r, J888J. 
IC vill be noticed that the Intera.] hunuwing wBJt limited to the left side. 

superior spine of the left ilium to balf an inch below the tip of the 
ooocyx, was laid open from end to end. Fonr lateral pockets were also 
laid Open. The granulations, lining the sinus, neie removed, and the 
wound was then filled with dry cotton. wool. No dead or bare bone 
was either seen or felt during the operation. 
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On September 14 the wound was poulticed. This treatment was 
Continoed nntit the part had quite healed. 

NoTember 5, 1886.— Patient discharged onred. 

October 28, 1888.— The part had kept perfectly well since she was 
diBoharged from the hospital. Her third child was born eight months 
after the opeiation. 

November 8, 1888.— Wound remained soundly healsd (see fig. 72). 

Case II. 

St. Mark's Hospital. C. H., set , 20, shopwoman. Family history 
good. 

Angnat 23, 1887.- Admitted as an in-patient. In 1983 the lower 
part of the sacmm was injured by a fall off a stool. The part was stiff 
and painful for abont a year, and then a swelling, about the size of a 
small marble, formed over the site of the injury. From this date the 



Fia. 73. — Affbabincb iit the aciB fouwtiibs uont&s afibb thb 

(P**io /uit» 8« A'oMn.fcr, 1881J. 

pait continued unchanged until April, 186G. when she was thrown from 
a cart and seTeiely shaken. After this acoideut the part became more 
painful. On December 2G, 1886, while skating, she fell backwards and 
again injured herself over the lower part of the sacrum. Three or four 
days after this fall, the medical attendant opened the swelling over the 
sacrumin two places, letting ont abont a teaspoonful of pus. The pain 
in the abscess was much increased by the fall on December 2S. About 
January 10, 1887, she slipped downstairs, and again injured herself 
over the lower part of the sacium. From this date until her admission 
into St. Uark's, August 23, 1887, the sinus was nearly always dis- 
charging. On Angant 25 the sinus was laid open from end to end. It 

o 2 
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extended from about two or three inches from the posterior superior 
spine of the left iliam to a point about midway between the anus and 
the tip of the ooooyx. A transverse incision was made on the left side 
of the sinus and about an inch on the sacral side of the sacro-coocygeal 
articulation. All the granulations in the sinus were removed, but 
not the fibrous wall. The wound was filled with dry cotton-wool. 
On September 17 (twenty- three days after the operation) she was 
made an out-patient. On December 1 the wound was healed, and a 
few days later she was married. 

January 12, 1888. — The part of the scar over the coccyx had broken 
down for about an inch. On this date, and again on January 26, 
nitrate of silver was applied to the broken-down part of the scar. On 
February 26 the scar was again sound, and continued to keep so until 
July 12, when it broke down for about three-quarters of an inch 
over the coccyx ; nitrate of silver was again applied. On July 19 the 
scar was once more sound. 

November 8. — The scar had remained perfectly sound since June 19. 
Her first child was born at the end of last September. There was now 
neither stiffness nor tenderness over either the sacrum or the coccyx. 

Case III. 

St. Mark's Hospital. F. M., set. 28, domestic servant. Family 
history good. 

March 24, 1888. — Admitted as an in-patient. In 1882, when romp- 
ing with a fellow- servant, she fell on a stone floor, injuring herself over 
the coccyx and the lower part of the sacrum. About eleven months 
after the fall, an abscess formed over the injured part, and broke 
spontaneously in about a month. Two months later she went into a 
hospital, where the surgeon enlarged the opening of the abscess. After 
being there for two months she was discharged, and told to come in 
again at the end of three months, when the diseased bone would be 
removed. The patient did not do so, but went into another hospital, 
where she was an in-patient for six months. While there, she was 
twice operated on, a piece of bone being removed at both operations. 
She then went to her home in Dorsetshire until May 25, 1885, when 
she was admitted into a third hospital. From the date of leaving 
the second hospital, the sinus had been constantly discharging. During 
the last four months, the middle third of the inner side of the right 
thigh had become swollen and painfal. At this time, the sinus 
extended on the sacral side of the sacro-coccygeal articulation for 
about three inches from the openiog. 

June 20. — About three ounces of pus were removed, with an 
aspirator needle, from the abscess in the right thigh. 

November 17. -The absoess in the right thigh was laid open by an 
incision about throe inches in length. Several ounces of thick curdy 
pus were let out. 
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Jannu; 7, 1886— Lett the hospital at her own request, and 
retDrned to her home. The sinus over the sacrum and the cooojz, and 
the BinDB in the right thigh were atiU disoharging. 

Ootober 27.— The patient waB re-admitted into the third hospital, 
the ainua over the cooeyx still disohargiug contittnonsly. 



Fio. 74.— SHOwiifa TUB FoairioN of the scib in cash III. 

IPiolo latrn April *,lSfn,U..t*rre gran after tkroiKratinn at SI. Jfarf. Habitat.} 
It will be noticed that tbs greater p&rt ot the cicatrix is confloed to the left side. 
At (he upper extremity, however, it extends to the right side. The foramen-like spot 
Id the scar ie merely b. depreaelon, and not &□ external opening. 

April 20, 1887 — The abscHSB cavity over the sacrum and the 
Ooooyx was laid opea for about fonr inches in an upward direction. 
The coccyx was found depresBod, and the upper part deunded of 
periostenm. All exposed pieces of bone were removed. 

April 27.— Ffsces were present in the wound. 

July. — Wound healed, with exception of a small sinna leading into 
the rectum. 

August 21. — SiauB leading into the rectum kept about the same. 

The patient again relumed to her home, and while there an 
abscess formed over the left hip, and broke spontaneously. 
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Noyember 10. — The patient was re-admitted into the third 
hospital, and remained there for about five weeks. No active treat- 
ment was adopted on this occasion. * 

She again retarned to her home, and remained there till March 24, 
1888, when she was admitted into St. Mark's Hospital with a sinus 
over the sacrum and coccyx, which had been discharginfj; continuously 
for the previous five years Leading from the opening of the sinus, which 
was situated dose to the left side of the sacro -coccygeal articulation, 
there was a direct communication with the left dorsal side of the 
rectum about two and a half inches above its lower end. The orifice 
in the rectum was about a quarter of an inch in diameter, with a well- 
defined margin. This fistula allowed a large quantity of motion to 
escape externally. The sinus extended on the coccygeal side of the 
sacro-coccygeal articulation to about a quarter of an inch beyond the 
tip of the coccyx, and on the sacral side of that articulation for about 
two inches in the direction of the posterior superior spine of the left 
ilium. As the passage of faeces through the fistula caused intense pain, 
it was decided to lay open the fistula as well as the burrowings of the 
sinus. This was done on March 26. Neither dead nor bare bone was 
seen or felt during the operation. On May 14 (seven weeks after 
the operation) the patient was discharged, with the fistula and sinus 
soundly healed, but with complete loss of control over the contents of 
the rectum. 

September 15. — The patient was re-admitted into St. Mark's, the 
sinus and fistula continuing soundly healed, but she had very little 
increase in her power of control over the contents of the rectcmi 
On September 28, about one- third of the anal orifice of the rectnm 
was dosed by an operation similar to that for lacerated perineum. On 
October 23, the patient was discharged with the power of control 
much increased, although still far from being perfect. 

The patient died of bronchitis on December 6, 1897. There had 
been no return of the sinus. 

Cask IV. 

St. Mark's Hospital* M. P., tet. 26, housemaid. Her mother died 
of phthisis. 

May 5« 1888. — Admitted as an in-patient. In 1879, she fell and cat 
herself near the sacro coccygeal articulation. The wound quickly 
healed, but tlie scar was always tender. In 1885. an abscess formed 
dose to the soar and, aftor gathoriug for a month, broke of itself, and 
disobarf;t>d constantly until hIio was adniittod into ^t. Mark*s Hospital 
on May 5. Iv^^h, 

On May 10« th^ niuu^ \vaH Uid 0|Hn) fn^m tnul to end. as well 



* \\t> *uv uuiol'Usl lo iho Uv»UM^ >UK»;\s»u v»t dUo iluxvl UvV'.in'.A. tov :iu' iio;es of this 
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a short lateral barroniag on the Itift side of it. The granulations 
vere removed. The wound waa filled with dr; cotton-wool. No 
dead or bare bone was to be seen or felt during the operation. Qq 



Pio. 75.— Showing thb a 

CA'B IV. 

[Pktlo titeti immrdiatilf br/are tilt opitraliOH.] 
The eiteraaJ ouenins is oonflnud ta the lelt side. Ttae RrauuUtions are mors 
granulntionssadCbeereatJeiiethoUlineCh^l) the diBeueliad existed mighl have led 

Hay 27, the wound was eoundlj healed. On Jane 2, the patient 
was dieoharged. After the operation the wound was constantly 
poulticed from day to day until it had healed. 

Case V. 

St. Mark's Hospital. E. L., m'j. 28, aerrant. Family history good. 

In 1684 she fell down the coal-oellar stairs, striking herself near 
the saoro- coccygeal articulation against a wooden box. She waa able 
to get up the stairs without aBsistance, and went on with her work. 
Subseqnenlly the part struck was always tender. About five months 
after the fall, a small swelling formed over the injured part, and. two 
months later, began to discharge. The patient was then admitted 
into a hospital where she remained about four weeks While there 
the abacesa closed. No other treatment than rest and poulticing was 



200 DISEASES OF THE ANDS AND RECTDU. 

followed there. Two or three dftya after she had left that hospital a 
aeooad openinK formed, abont one to oae and a-haU inohefl nearer the 
antu than the first and this had always disoharged more or less freelj; 
In December, IB87, the patient wna admitted into a second hospital, 
where the sinus on the ooooyKeal side of the second opening was laid 
open. She remained in that hospital for six weeks. On her disoliarKe 
the part of the sinDs which bad been laid open bad healed. The 
remainder of the sinos on the sacral side of the second opeainf; was 
still disohaiging. 



Pio. 76.— Showing the appeabahcb of thb wound in casb IV. 

IIIUBDTITELY iFTBH THE OPBEATIOS. 

September 8, ISSS.—The patient was admitted into St. Mark's 
Hospital with a sinus over the left side of the sacra coccygeal artioola- 
tion. The first opening was abont three-qnarters of an inch on the 
sacral side of the sacro- coccygeal articulation ; the second being abont 
an ioch on the coocygeal side of that articulation. The sinns extended 
for aboat half an inch on the sacral side of the first opening and to 
the left of the middle line. The greater part of the ooocyx bad 
been removed. 

September 7. — The remainder of the main sinus and the lateral 
burrowing on the left side of it, were laid open from end to end. The 
granulations were removed, and the wound filled with dry ootton-wool. 
Neither dead nor bare bone was seen or felt during the operation. 
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September 02.— DiBoharged aa as in-patient, the greater pact of the 
wonnd having healed. 

NoTember 8. — Wound healed. 

Jnne T, 1893. — The part remained aonndly healed nntil December, 
1891, when the patient slipped on the frozen pathway and fell, striking 
the ooocygeal region against a step. For two days Kftec this accident 
she was nnable to walk becanse of the pain in the injnred part, which, 
however, gradually disappeared. On May 28, 18S8, an absoeaa formed 
and broke spontaneously in two or three days and was still discharging. 



FlO. 77. 3HOWINO THE T 

WHICS WEBB ON THE LEFT SIDE. 

[Pinto fakcH Ufiirt Uf oprmtim.] 
It may be noticed that one of the two opeulnee la situated below Cbe level of Che 
Ho of the coccyi. This is the eecondary opening, the primary being to the left side 
of the Bacra-coccygeB.1 ttrUcuiation. 

The opening was enlarged with a cmcial incision. 

March 7, 1894.— The pact was still discharging. It sometimes 
temained bealed for a month or two and then broke down again. 

April 18. — The sinus was laid open completely, the three wonnds 
being on the left side of the middle line. 

July 18. — Part soondly healed. 
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September 19.— Put Booudly beihlecl, boub freely movable. 
Angnet SB, 1900.— The part h&d remaiaed sonndlj healed BiDOe 
September 10, 1894. 



Fiu. 7ti,— Showiko the scab is cisk V. 

Tliu Bear la this ease shows thiiC the biirrowint; extended sliRhtly Co the right side. 

Cask VI. 

St. Mark's Hospital. W. T., wt. 37, baker. 

September 14. 1888— Admit ed as an in-patient. In April, 1887, bis 
horse suddenly bolted, aod he was thronn back, " etrikiDg the end of 
his backbone afcainst the box of bis cart." For a sborc time the fall 
rendered him insensible, bat two or three weeks after he felt no 
disoomtott from the accident. 

Early in April, 1888, an actaok of rlieumatic fever came on, and he 
was laid up by it for several weeks. 

About Jaly 10 an abscess be);an to form over the aacram and 
ooooyz, wbiob, after K^tbering for about five weeks, was lanotid and 
about a pint of pus let out. The absoess bod disobarged continnouslj 
ainoe then. Since April, 1888, he had lost considerably in weight. 

On admission into th« hospital tbe ot^eniDg of the abscess or mnno- 
was abont three-quarters of an inch ou the left side, and from three- 
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qnuters to one iooh on the eaaral side of the Baoro-aoooyge&l artionla' 
tioa. The opening was aboat three sizteeDtha of an inch in diameter. 
A ptobe could be eaeily passed for two and a-half inches downwarde, 
two incbee npnards, and from three and a-half to font inches tovatds 
the poaterioT snperioT spine of the left ilinm. On the left side of the 
poatecior part of the isohio-reotal foeaa, the tisauea were hard, thongh 
neither red nor tender on preaanre. The tissnes over the sacrum were 
awollen, especially on its left side, but not tender on moderate 
pleasure, and the akin was of normal oolonr. No pas escaped from 
the rectum. The discharge from the opening over the saorum was 
very profuse. 

September 17. — The burrowing of the sinns over the sauram was 
lud open, the inoision on the left side extending as far outwards aa the 
aacro-Bciatic notch. 

All the granulation tiaeue waa removed from the parts of the sinoa 
liud open, and seroral of the tendinous poiats of origin of the ginteas 
maximua were broken down. 

A counter- opening was also niade in the induration on the left side 
of the ischio-reotal fosaa, midway between the anna and the coccyx. 
A probe conid be pasaed through thia opening for upwards of three 
inches in the direction of the left sacro-aciatic notch (see &g. 79). 



Fio. 79. — Showino the extbnt of the wound ih cask VI. aftbb tbb 
BURBOwiHO UHDBB TUB Gluteus Maxiuus hid been laid opbk. 

IWoodral midffioia lit iiiolograpi tukr« aflirHeefKralioii,] 

The iualBlOD vab made Ihroueb th« «bole tliickueeB of (be eluCens maximuB. Tbe 
resulting bBjmoirhage, though tree, was rBadlly controlled. 

Novembi t 8, 1888. — The patient was discharged as an in-patient, 
and adviaed to go to his home at Ipswich for two or three months, to 
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see whether the remainder of the sions beiween the snoro-BOifttia 
toruaen and the ooniiter-openiiiKi made on September IT, woold not 
close. The whole of the wound made over the posterior surface of the 
aacmm had healed, exoeptiof; the cater part of the indeion over the 
posterior sorfaoe of the left Bacro-Boiatio notch. The qnantity of 
discharge from this part of the wound and from the coimter opening 
was very small, and was slowly dimimshinf;. 

The patient, about a year later, reported that the wounds were 
healed and that he had gained forty pooada in weight Binoe the 
operation. 



Pig. so.— The saub patient ab in fio. 79 sbowins thb wonNB almost 

COUPLETBLT HBALBD. 

[PMo luktn fifty -tim dagi nfttr tU llfirntiBll.\ 
ThepositioDot tbeeslerual openine made inlo the isohio-rBoUl part ottbfl burrowing 

Case VIL 
A. K., [et. 52, domestic Berrant. Family history good. 
May 14, 169S.— When fifteen years old she fell baokwarda and 
struck the lower part of her back against a chair. The acoident did 
not incapacitate her for work, bnt the injured region was painful for a 
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time and had been tender to pressure ever since the accident. In 
1885, i e, twenty-seven years after the receipt of the injury, an abscess 
appeared to the left of the sacro -coccygeal articulation and was opened. 
The wound closed in a fortnight, and remained healed until five years 
ago, when the abscess reappeared and discharged intermittently during 
the succeeding five years. It then healed for a time. In Febrnary, 
1895, the abscess a^ain reappeared, broke spontaneously and has con- 
tinuously discharged since then. 

On examination, an external opening was found three-quarters of 
an inch to the left of the sacro- coccygeal articulation. The main sinus 
was an inch and a half long, extending one inch to the left and half an 
inch to the right of the middle line. 

May 21, 1895. — The sinus was laid open from end to end and the 
wound packed with dry cotton wool. 

June 21, 1900. — The part had remained well since the wound 
healed from the operation on May 21, 1895. 

Case VIII. 

X. X , 8Bt., 32, Surgeon B.N. Family history very good. 

July 1, 1895.— Early in April, 1895, when on board a gunboat, 
he received repeated contusions whilst endeavouring to keep bis seat 
during a storm. On April 19 an abscess, which appeared five days 
previously over the sacro-coccygeal articulation, was incised and 
about an ounce of pus let out. During the formation of the abscess, he 
had no difficulty with micturition. At a hospital at the Gape of Gk>od 
Hope a drainage tube was inserted, and three weeks later the abscess 
had healed. A week later the abscess reformed, and had discharged 
continuously since then. 

On examination an external opening was found over the sacro- 
coccygeal articulation, from which a main sinus extended, on the left 
side of the middle hue, towards the anus for a distance of one inch 
and a quarter. 

July 2. — The main sinus was laid open from end to end, together 
with a lateral offshoot, half an inch in length, extending towards the 
left buttock. No vessels were ligatured. The wound was packed with 
dry cotton wool, and a pad applied. 

July 15. — The Patient went to Margate, the wound having almost 
healed. 

December 7.— A letter was received from him stating that he had 
returned to his duty and was quite well. 

September 21, 1900.— Was still doing his duty and reported to be 
quite well. 

Case IX. 

St. Mark's Hospital. M. A., set. 22, domestic servant. Family 
history bad. 
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Jane IT, 189tt.— Admitted as an ia-patient. Id Jul;, 1891, she 
slipped down a flight of tvelve stone steps, striking the aooro ooccf geal 
region. The pain in the port was very severe, and she fainted, 
being unable to retimi to work for several honrs. The pain ooDtinned, 
and a neek after the accident an absceEs had formed at the injured 
part and had broken SEiontaneoasly. As the abscess did not heal, it 
was laDoed fonr weeks after the date of the iojuty. It had never healed 
or closed np temporarily. The quantity of discharge had varied from 
time to time 



Pio. 81. — Showing t 



On examination, an external opening was found over the sacro- 
coccygeal articalatioD. From this opening, the main sinns passed 
directly upwards for two inches and ahalf, and downwards for one 
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inch. There was lateral barrowiog on both the right and the left side 
of the main sinus for about three-quarters of an inch. 

June 19.— The main sinus and the lateral burrowings were com- 
pletely laid open, and the wound was subsequently packed with 
cotton- wool. 

June 26. -The wound was granulating steadily. 

July 16. — The wound almost healed. Patient discharged from the 
wards. 

Case X. 

Metropolitan Hospital. G. T., set. 23, clerk. Family history good. 

March 11. 1894. Fifteen months ago, an abscess appeared on the 
left side of the sacro-coccygeal articulation and broke spontaneously. 
Since that time, the abscess had healed and broken down on four occa- 
sions. Primarily it took the form of a boil. No history of an injury 
could be obtained. 

On examination, an external opening was found on the left side of 
the sacro-coccygeal articulation (see fig. 70). Lateral burrowing 
extended from the main sinus on the lefc side only (see fig. 71). 

March 14 1894. —The main sinus together with all the lateral 
burrowing was laid open, and the resulting wound packed with dry 
cotton wool. 

April 5, 1894. — The patient left the hospital, the wound having 
almost healed. 

July 16. 1894. — The wound was soundly healed. 

June 24, 1895. — The scar remained sound and was freely movable. 

October 5. 1900. — The part had remained soundly healed since July 
16, 1894. 



CHAPTER VII. 
ANAL FISSURE. 

By the term fissure we should understand the lesion to 
consist of a small ulcer situated at the verge of the anus. For 
this reason the prefix anal should be used to distinguish this 
particular ulcer from one situated in the rectum itself, the 
reetal ulcer. This distinction is reasonable when we recognise 
the fact that an anal ulcer or fissure, coming as it does almost 
entirely within the sphere of influence of the external sphincter, 
is a most distressingly painful affection, whereas the purely 
rectal ulcer, situated above the region of both external and 
internal sphincters, is often attended with but little pain, and 
at times with none at all. 

In the majority of cases a single fissure exists, but occa- 
sionally two or even three may be present in the same patient. 
Of the 221 examples of fissure which occurred among hospital 
patients, a sh\glo lesion existed in 208 : in 12, there were two 
fissures : and only in 1 ^a foinalc) wore three present. 

In connection with the subject of fissure, the conclu- 
sions that we shall endeavour to draw, are based upon the 
actual observance, and clinical records of 221 examples of 
the disease which occurred in Mr. GtH>dsairs practice at 
St. Mark's HospilaU togxuhcr with 108 cases collected from 
his private case books. 



ANAL FISSURE. 209 

Of the 221 hospital cases, 132 were males and 89 were 
females ; whilst of the private cases, 58 were males, and 50 
females. 

The total number of cases then was 329, of which 190 
were males and 139 females. 

Description. 

A typical anal fissure may be described as a small, more or 
less superficial ulcer, situated just within the verge of the 
anus at the bottom of one of the rugae into which the anal 
orifice is thrown by the contraction of the external sphincter. 
The ulcer is, as a rule, pear-shaped or triangular in form 
and extends upwards in the longitudinal axis of the anal 
canal to a distance varying from three-eighths to seven- 
eighths of an inch in length. The narrowest part or apex 
of the ulcer is usually situated over the lower border of the 
internal sphincter, while its base usually reaches downwards 
as far as the lower margin of the external sphincter. This 
position of the ulcer is the most common, but the ulcer may 
be located entirely within the inner surface of the external 
sphincter. The usual breadth of an anal fissure when its 
sides have been separated, is from a quarter to half an inch at 
the broadest part. In the more common form, the lower part 
is situated in the skin of the anus and the upper part in the 
mucous membrane (see fig. 82). The ulcer varies in depth 
in different instances ; in some, the floor consists of the 
partially torn through mucous membrane, and, in others, it 
consists of the submucous and subcutaneous connective tissue 
through which the muscular fibres of the external sphincter 
can be seen. In yet another variety, especially those of long 
standing, the pale fibres of the external sphincter muscle 
are exposed and form the floor of the fissure These fibres 
may be observed to cross at right angles to its long axis. 
The margin of the fissure is well defined and regular in 
outline. Owing to the contraction of the external sph meter, 
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the lateral borders overlap the Hoor of the flBsure, so that its 
full width cannot be seen unless they are first drawn apart. 
At the lower border of the fissure, or on one side of it, there 
is sometimes a small fold of skin, the sentinel 2>ii^ of some 
authors, vnrying in length from less than an eighth to three- 
quarters of an inch, and in breadth from less than an eighth 
to half an inch. To this fold of skin we shall again refer. 



The moHt characteristic feature of a fissure, however, is its 
extreme sensitiveness, the merest touch causing intense suffer- 
ing and invoking spiisinodic contraction of the sphincters and 
levatores ani. The exact location of the sensitive spot varies 
in different cftfies. In some, the floor of the ulcer is its seat, 
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a circumstance that is attributable to the mucous membrane 
and skin of the anus being but partially torn through, thereby 
exposing the delicate nerve terminations which abound in this 
situation (see page 36). In those instances in which the 
fibres of the external sphincter are exposed to view, the floor 
itself is insensitive or nearly so, while the edges of the ulcer 
contain the sensitive nerve-endings. 

Position of a Fissure. 

A fissure may be located at any point in the circumference 
of the anal orifice, but in the great majority of the cases, the 
lesion will be found on the posterior margin of the anus, and 
to the immediate right or left of the middle line. The next 
most common situation is slightly to the right or left of the 
middle line anteriorly. It is interesting to note that whereas 
the posterior position occurs with almost equal frequency in 
both males and females, the anterior position is more often 
met with in women than in the opposite sex. In this con- 
nexion an analysis of our cases gives the following results — 
of 89 cases of fissure in females the lesion was found to be 
I)laced near the middle line posteriorly in 58, in the middle 
line anteriorly in 12, in the left posterior quadrant in 4, and 
in the right posterior quadrant in 3. In 4 cases there was a 
fissure located in the middle line posteriorly, and another in 
the middle line anteriorly ; in 2 cases there was a fissure in 
the middle line anteriorly with a second in the left posterior 
quadrant ; in 1 case a fissure was situated in the right 
posterior quadrant with another in the left anterior quadrant, 
while in only a single instance were there three lesions, one 
in the middle line posteriorly, another in the middle line 
anteriorly, and a third on the right side midway between the 
others. In the remaining four cases the position was not 
recorded. Of 132 cases of fissure in male subjects, the posterior 
position was observed in 109, the middle line anteriorly in 1, 
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the left posterior quadrant in 6, the right posterior quadrant 
in B, the left side in 1. In 4 instances a fissure in the middle 
liner posteriorly accompanied one in the middle line anteriorly ; 
in 1 a fissure in the middle line anteriorly was coexistent 
with another in the left posterior quadrant, and in the 7 
remaining cases the locality of the fissure was not recorded. 
The above statistics strikingly illustrate the fact that, whereas 
in males the middle line anteriorly was the seat of fissure in 
less than one per centum of the cases, the lesion was found 
there in more than eight per centum in females. A possible 
explanation of this may be found in the fact that the anal 
mucous membrane may be over-stretched, and so rendered 
susceptible to fissure during parturition. The question may 
be asked — Why should there be such a preponderance of the 
posterior position of fissure ? It is, perhaps, not an easy 
matter to give a satisfactory answer. It may be that the 
posterior margin of the anus being more fixed by its attach- 
ment to the ano-coccygeal ligament, is therefore unyielding, 
and more likely to be torn during the passage of a large and 
hard motion than other parts of its circumference. Or by 
reason of the backward direction of the lower segment of 
the rectum, a greater strain is thrown, during distension, 
upon the posterior margin of the anal ring. Neither of these 
hypotheses, however, accounts for the occasional presence of 
fissure u\ other situations. If, on the other hand, we accept 
Ball's theory that fissures are due to the tearmg down of 
a valve of Morgagni, a ready explanation is at hand, which 
would at the same time account for the fact that a posterior 
fissure is very siKlou\ situated exactly in the middle line, 
but rather t ) otie ov other side of it. If a reference be 
made to the anatomy oi the lower part of the rectum (see 
page 24^ it will be seen lliat in the middle line posteriorly 
there is no valve ot Mi>rgagni, but that a large one exists 
on eitlier side of it, and as these are more develoi>ed than 
those in o\\\vv situatio\i>. the\ n\av be more liable to l>e torn 
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down during the act of defecation, especially when the feces 
are hard, and are passed in large masses. 

Etiology. 

Constipation may be regarded as the potential cause of 
fissure. .Physiologically, the rectum is not meant to serve 
as a reservoir for the prolonged sojourn of faecal matter, 
and yet how often is this condition met with, even in those 
whose bowels act regularly every day ! The effect of such 
retention is that the faeces lose a considerable quantity of 
moisture by absorption and become hard. This dryness, or 
increased firmness, prevents the wall of the rectum and the 
sphincters from moulding the mass to the capacity of the 
outlet, and when it is voided, the delicate mucous membrane 
of the anal canal is over-stretched and frequently torn. When 
the mucous membrane is so torn, the repeated passage of 
similar masses prevents the tear from healing, or may even 
increase the rent, and a fissure is thus established. We have 
no doubt that the majority of fissures are caused in this way, 
but the question may well be asked — Why does not laceration 
take place in the majority of adults, who at some time or 
another void hardened masses of faeces? — To such a question 
we reply that other factors are operative, and contend that 
much depends upon the degree of dilatability of the anal orifice 
and on structural changes in the skin and mucous membrane. 
In those who are but occasionally constipated, the natural 
condition of the parts is not necessarily disturbed, but with 
those who suffer from habitual constipation the case is dif- 
ferent. A perfectly'' healthy anus is capable of being dilated 
to a considerable extent, and by that means can adapt itself 
to the size of the motion to be passed. But in an individual 
who has suffered from habitual constipation, and whose 
rectum, therefore, is always loaded, the sphincter muscles 
from over-exercise and excessive strain become hyper trophied 
and indurated, with the result that they do not readily 
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dilate and are apt to contract spasmodically during the pas- 
sage of a motion. The skin of the anus becomes thickened 
iiOm. the irritation produced by small quantities of mucus 
being frequently expelled during the passage of flatus, and 
thereby loses its natural elasticity. This statement is con- 
firmed by observation of the stools of constipated persons. 
The contents of the rectum are voided in pieces which are 
found to taper distinctly at one end, showing that such a 
piece has been nipped off from the main mass, by the spas- 
modic and premature contraction of the sphincters, during its 
passage through the anal canal. That such nipping off of 
pieces of motion from the mass in the rectum does take place, 
can be verified by making a digital examination of the rectum 
in constipated indi\4duals immediately after an action of the 
bowels, when, in the majority of cases, the rectum will still 
be found to contain some faeces. In our opinion, it is this 
inability of the anal orifice to expand readily during the 
passage of a large and hardened motion, together with the 
liability of the indurated sphincters to contract spasmodically 
during its transit that cause laceration of the mucous 
membrane. Although we consider that this is the chief 
operative factor, it is possible also that the structural condi- 
tion of the anal mucous membrane may have some influence. 
The continued presence of motion in the rectum, may to some 
extent, interfere with the secretion of the mucous glands, 
renderhig the mucous membrane itself drier and less pliable. 
We might compare this condition of the anal mucous 
membrane to that of the lips, which are prone to become 
dry in cold weatlier and liable to crack when the mouth is 
suddenly opened. 

Ball, of DubUn,* is of ophiion that the vast majority of 
fissures are produced by tlie tearing dmvu. during the passage 
of a hard motion, of the lateral attachments of one of the 
valves of Morgagni. In support of this he points out that the 
torn-down valve is to bo found at the lower end of the fissure, 

' Yhv Koctum nml Anus. p. i:^. 
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constituting the so-called sentinel pile. Of this he says, 
** The torn-down anal valve could always be demonstrated, 
and, although it is in some cases very small and apparently 
insignificant, in the vast majority it was much hypertrophied 
and oedematous.'* This ingenious explanation may be correct 
in some cases, but that the anal valve is instrumental in 
causing a fissure in all cases, we cannot believe. In the 
first place, in our experience, the so-called sentinel pile is by 
no means so frequent an accompaniment of fissure as Dr. Ball 
has observed. The result of the investigation of our cases 
conclusively proves that the presence of the sentinel pile is 
the exception rather than the rule. Thus of 89 cases of 
fissure in females a sentinel pile was present in 7 and a 
similar number was recorded among 132 males, or 14 
examples of the sentinel pile in a total of 221 cases — a very 
small percentage indeed ! As mentioned above, when speaking 
of the position of fissure, the theory of the torn down valve 
would certainly explain the frequency of the fissure being 
found just to one or other side of the middle line posteriorly, 
but here again — what about the sentinel pile? Surely if 
the fissure were dependent upon the tearing down of the 
large valve in this position, the sentinel pile should be still 
more frequently in evidence ; but this observation we are 
unable to confirm. So far as the production of the sentinel 
pile is concerned, we think that a much more likely reason 
for its occasional presence is that one of the small veins 
passing from the skin around the anus into the anal canal 
has become obliterated by the fissure, with the result that 
that portion of the skin from whence came the vein has been 
rendered (edematous, partly by impediment to venous return 
and partly by lymphatic obstruction. In support of this 
argument we may mention that, in some cases, oedematous 
folds of skin corresponding exactly in character and appear- 
ance to the sentinel pile are found round the anus in positions 
other than the site of a fissure. Such folds of skin have 
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nothing whatever to do with a torn-down valve and are found 
in other conditions than fissure, such as piles, pruritus and 
eczema of long standing, when they are undoubtedly due to 
venous and lymphatic obstruction. Such instances of oede- 
matous folds of skin, away from the site of the fissure, were 
observed by us in four of the 89 cases of fissure in females, 
and in ten of the 132 males. 

Boyer considers that spasm of the sphincters is the cause 
of fissure, and is always antecedent to it. The exact modus 
operandi he does not mention, but if he means that the lesion 
is produced by an hypertrophied and indurated sphincter con- 
tracting spasmodically upon a hardened faecal mass during its 
transit through the anal orifice, we agree with him. Speaking 
of the causes of fissure, Kelsey remarks : '* Although these 
ulcers are generally stated to be due to an act of laceration of 
the mucous membrane, or to its abrasion from some irritation, 
they not infrequently originate within the sinuses of Mor- 
gagni, and a true fissure may be entirely concealed from view 
within one of these pouches,'* Quenu and Hartmann* sum 
up the subject with the statement that constipation and the 
tendency to piles may be considered as the real and constant 
causes of fissure. They contend that piles, which they 
estimate are present in 70 to 80 per cent, of fissure cases, act 
by predisposing to constipation and that they so modify the 
struoturo of the nuicous niembrane that the slightest injury, 
snob as is caused by passing a liard motion, causes an ulcer. 
AVith this we totally disagree, as our obser\'^\tions on this pomt 
show that piU^s are only present in a very small number of 
oases of tissure. 

Besides oonsiipatiini, ihe fv^llowing may l>e mentioned 
aniouii^ the eauNes of t\ssuro. vi/,. ovMiironital narrowing 
of the anal orinoe, tv.ema and borjvs ani, rtvtal poh-pi, 
uli^ine enhu\^\ n\t nt>and dt>pluvmonls. p<lv;o intiammations, 
syphilis, and ihe tul t^wuKMj^ diatho>is, br.t twn in these con- 
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ditions, the bowels are almost invariably constipated, so it may 
be assumed that they are only indirect causative factors by 
predisposing to the constipated habit. Lastly, very occasion- 
ally fissure is met with in patients who say that their bowels 
always act two or three times a day without aperient medicine. 
On making a digital rectal examination in such cases, in our 
experience, motion is always found in the rectum, the two or 
three evacuations being due to the dividing up of one healthy 
action of the bowels into two or three partial evacuations. 
It is a fact that patients suffering from fissure always have 
some motion in the rectum, unless the bowels have been re- 
lieved either by a purgative or an enema. 

Age, — Fissure may be said to be a disease of adult life, 
children very rarely suffering from it, except in cases of 
hereditary syphilis. The age records of our hospital cases 
show that fissure may be met with in both sexes at any time 
of life between puberty and old age. Of the females, the 
youngest was 20, the oldest 60, and among the males the ages 
ranged between 15 and 68. We have no record of, nor can 
we recollect seeing an example of simple fissure in a child, 
and we venture to think that, if fissures of syphilitic origin 
be rigidly excluded, this disease in the early years of life 
is a particularly rare one. Such a conclusion as the above, 
however, is not in accordance with the experience of other 
authors. Allingham* records a case in a baby in arms. 
Koplikt speaks of fissure in infants existing in a vast 
number of cases in which constipation is the symptom 
<}omplained of. MathewsJ cites a case in which he treated a 
fissure in an infant in arms. Quenu and Hartmann§ also 
regard the disease in children as comparatively rare, but quote 
<;ases in which they have had occasion to treat quite young 
■children. Be this as it may, it seems to us a significant fact. 



* Diseases of the Rectum, sixth edition, page 263. 

+ Mathews' Medical Quarterly, vol. 1, 1894. 

I Diseases of Rectum, Anus, and Sigmoid Flexure, p. 271. § op. cit., page 420. 
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that, of 221 cases of fissure attending the out-patient practice 
of St. Mark's Hospital for Diseases of the Rectum, not a single 
example of fissure was observed under the age of 16 years. 
It is possible that children living in E^^rance and the United 
States of America may be more liable to fissure than, so far 
as our experience goes, is the case in England. 

S(\r, — It is very generally accepted as a fact that fissure is 
more frequently met with in females than in males. Of 221 
cases of this disease of which we have notes, and which 
occurred in the out-patient practice at St. Mark's Hospital, 89 
were females and 132 were males, giving a proportion of about 
two females to three males. 

In a paper on fissure contributed by Mr. Goodsall to St. 
Bartholomew's Hospital Reports in 1893, it was found that in 
600 cases of fissure taken consecutively from the out-patient 
register of St. Mark's Hospital, the proportion was three 
females to five males, whereas in cases of the disease met 
with in his private practice, they stood in the relation of five 
females to six males. 

According to St. Bartholomew's Hospital Reports during 

the ten vears, ended December 31st. 1890, 46 females and 31 

« 

males were admitted suffering from fissure, i.e., in the pro- 
portion of three females to two males. St. Thomas's Hospital 
Heports during the same period show that 20 females and 11 
males were registered as in-patiouts, /.<•., m the proportion of 
two females to luie uuile. Westminster Hospital Reports 
daring a period of seven years, endevl December 31st, 1890, 
show a proportion of ten females lo nine males. By adding 
these totals toiielher, it will be sen that in the practice of 
these three gvneral l\\^spiials, oi malo^5 and 76 females were 
admitted for l\>>iuv, the |noporuon being thrtv females to two 
males, whioh is th^^ ov^wer^e v>f vvar own statistics. The weight 
of this iN-iKjf^ »;,' o\ ivleuoe teuvls iv^ ^hvuv tliat t;;o disease is more 
prevalent arnvMi^i Wvmuou than men. but it should Iv borne 
in mind that the ivMilt obtau\evl tivui t!ie reiH^rts of the 
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general hospitals quoted, might, in all likelihood, depend upon 
the fact that poor women are better able to afford the time 
required for in-patient treatment than are men of their own 
class, who, unless absolutely incapacitated for work, would be 
obliged to seek only out-patient relief. 

Parentage, — We have not been able to obtain sufl&cient 
reliable information to enable us to say whether heredity has, 
or has not, any influence in the causation of fissure. 

Occupation. — Fissure is found to be much more prevalent 
in those who lead sedentary or indoor lives than among 
persons whose occupation is of an active nature, and associated 
with outdoor exercise. For this reason clerks, tailors, shoe- 
makers, &c., among men, are much more likely to suffer from 
fissure at some period of their lives than are their more active 
confreres such as postmen, farm-labourers, soldiers, and the 
like. In women, such distinction in occupation cannot so well 
be made as most of them lead indoor lives, occupied, as the 
majority of them are, with household duties. An analysis of 
our cases gives the following results : — Of 132 males, sedentary 
lives were led by 105, the occupations of the remaining 27 
being either active or unrecorded. In women, the preponder- 
ance of the sedentary occupation is still more marked ; thus of 
89 females, 26 earned their living by sedentary occupation, 
such as milliners or machinists ; 60 were concerned in house- 
hold duties, while only 3 came under the category of active 
or unrecorded. The reason for this influence of occupation in 
the production of fissure is no doubt to be found in the fact 
that those w^ho lead indoor or sedentary lives are much more 
prone to suffer from constipation, w^hich, we believe, is un- 
doubtedly the exciting cause in all cases of fissure. 

Symptoms. 
The symptoms of fissure are in nearly all cases well marked 
and characteristic. They are expressed by pain both local and 
reflex, by spasm of the muscles controlling the lower portion 
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of the rectum, and by alteration in the size of the motion 
passed. To these may be added the occasional loss of blood 
in small quantities, unless piles are also present, when the 
haemorrhage may be considerable. 

Pain. 

The pain is generally well marked in cases of fissure and 
may be described as its most definite symptom. Though 
varying considerably in intensity and duration in different 
individuals, a circumstance no doubt influenced to some 
extent by individual capacity for enduring pain, it causes 
distress out of all proportion to the size of the lesion. More- 
over this pain, in addition to being confined to the seat of 
disease, may be reflected to distant parts, producing more 
or less general distress which may perhaps totally inca- 
pacitate the sufferer from following his occupation while the 
pain contuiues or lead him to imagine that he must be 
afflicted with a more grave disease than fissure. 

The local pain is generally described by patients as a burn- 
ing, aching, or shooting and throbbing sensation, situated 
just within the anus ; or as an intense itching of the part. 
It usually commences either while the motion is being passed, 
or, in less than half the cases, within half-an-hour to an 
hour after defalcation, and persists from half-an-hour to six or 
eight hours, or even longer, and in a few cases until the next 
action of the bowels takes place. The pain often ceases almost 
suddenly, and when it has disappeared, it rarely recurs until 
the next action of the bowels, except in syphilitic fissures, when 
it frequently returns at night. Our observations m regard to 
the duration of the pain show that in females it varies from 
half-an-hour to continuous pain, that is until the next motion 
is passed, and that the average duration in them is from five 
to six hours. In male subjects the average duration of the 
pain is between two and three hours: in a few it persists 
for but ten minutes, being followed by itching in the anal 
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region, which sometimes lasts for several hours, whilst in 
others the pain continues as long as twelve hours, occasionally 
being unremitting. When the pain, which has hitherto been 
intermittent, becomes continuous, an abscess in connection 
with the fissure should be looked for. It may be said then 
that the pain accompanying a fissure is sometimes paroxysmal 
and, at other times, more or less continuous. 

In well-marked cases of fissure these painful phenomena 
are repeated with each action of the bowels, and it cannot 
be wondered at that the patient dreads the time when he 
must perforce relieve the loaded rectum. Thus he is induced 
to put off the act of defaecation as long as possible, and so 
aggravates his former constipated habit with the result that 
each passage of hardened faeces further tears the wound in 
the mucous membrane, or, at all events, stretches it and pre- 
cludes its repair. At length, worn out by repeated attacks of 
pain, and losing flesh from disorder of digestion invoked by 
chronic constipation, he is driven to seek relief. 

It is indeed surprising, when we reflect upon the extreme 
discomfort and pain caused by a fissure, that patients endure 
the distress for such a length of time before seeking surgical 
aid. Our experience on this point, so far as hospital patients 
are concerned, is that the average time for seeking relief, after 
the initial symptoms of fissure have manifested themselves, is 
about three years in men, and five to six years in women. In 
some instances the disease was endured for as long as twenty 
years, and in one private patient for thirty years. 

Muscular Sjyasm. 

The existence of spasmodic contraction of the external 
and also of the internal sphincter muscles, together with 
the levatores ani, may be looked upon as a constant accom- 
paniment of fissure. The severity of the spasmodic action 
certainly varies from an increased irritability, as evinced by 
sudden spasmodic action of the sphincter following stimuli 
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such as the introduction of the finger into the anus, to habitual 
tonic spasm in which the external sphincter feels abnormally 
firm and indurated. In some instances the levatores ani 
muscles also participate in the spasmodic closure of the lower 
part of the rectum, when the analogy to the allied condition 
of vaginismus becomes strikingly evident. In respect of this 
latter condition, pathology has taught us that the spasm of the 
muscles of the pelvic outlet is induced by irritation of exposed 
nerve fibres in the remains of a lacerated hymen, and it is 
possible that an identical condition obtains in fissure. The 
exposed nerve filament in the floor and edges of a fissure call 
forth undue and excessive action of the sphincter muscles, 
which is in some cases so complete that the patient cannot 
for a time pass even flatus. The physiological role of the 
muscles guarding the anal orifice is one of tonic contraction to 
prevent the involuntary escape of flatus and fsBces from the 
bowel, and, to ensure this, a highly developed nervous mechan- 
ism must exist. The minute anatomy of this part shows us 
that not only are the nerves supplying the mucous membrane 
and skin of the anal canal very numerous, but that their 
individual fibres terminate in specially developed nerve- 
endings or tactile corpuscles (see page 36). In fact the mode 
of termination of the nerve fibres sufficiently warrants the idea 
that a special rectal sense is here developed, the duty of which 
is to warn the sphincter muscles, through the agency of a 
special centre in the lumbar region of the spinal cord, of the 
presence of flatus or faecal matter in the rectum This being 
so, it is easy to understand how undue and excessive action of 
the sphincters may be called forth when these nerve termma- 
tions are exposed by a laceration of the anal mucous membrane. 
Thus it happens that the pain evoked by the passage of a 
hardened mass of faeces over an abraded surface in the 
mucous membrane induces spasmodic contraction of the 
sphincters and levatores ani ; and the spasm, by compressing 
the wound, maintains the pain, thus rendering the patient 
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incapable of passing any more motion for a time even though 
aided by violent straining and, in some instances, by the intro- 
duction of his finger. The pain persists so long as the spasm 
lasts and there is no respite in the patient's suffering until 
the muscles are exhausted and the damage caused to the 
fissure by the passage of firm fsBces over it has been repaired. 
The pain may be re-awakened in all its intensity at the next 
act of defsBcation. 

Alteration in the size of the motion passed. 

An alteration in the size of the motion passed may always 
be observed in fissure cases, on account of the spasm of the 
sphincters and levatores ani, which is a constant accompani- 
ment of fissure, the anal orifice is considerably narrowed, and 
consequently the diameter of the motion passed is diminished, 
and sometimes the motions are flattened or tape-like. This 
is not a characteristic sign of the disease, as other conditions, 
such as stricture, polypoid growths, ulcers over the internal 
sphincter, or malignant disease have the same effect. 

Hcemorrhage. 

Bleeding in cases of fissure does not often take place. At 
the moment when the actual tearing of the mucous membrane 
occurs, a small quantity of blood may be passed (not more 
than a drop or two) sufficient perhaps to streak the motion, 
and this may be repeated from time to time when additional 
laceration is produced by the passage of hardened faeces, but 
it is exceedingly rare, unless piles are also present, for blood 
to be lost in any quantity from a case of fissure alone. In 
this respect there is a striking contrast between fissure and 
piles, and it seems to us highly probable that in those cases 
of fissure in which a free flow of blood has been recorded 
that piles in the first stage of development had existed as 
well and had been overlooked. Our experience leads us to 
the belief that, if a patient is suffering from uncomplicated 
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fissure, the quantity of blood lost seldom exceeds one or two 
drops, and generally no blood at all is lost unless the feces 
are exceptionally firm. 

The most characteristic symptoms then of anal fissure are 
pain, or irritation of the anus, and spasm of the sphincters, 
which may be considered as pathognomonic of the disease. 
These symptoms vary in different cases, the one or the other 
being more pronounced in all cases. Still it should be borne 
in mind that occasionally, even with a well marked fissure, 
the prominent symptom is only irritation of the anus, coming 
on usually after passing a motion, and occasionally after 
passing flatus. In most cases of uncomplicated fissure, the 
patient when asked to strain the anus out is unable, from the 
spasmodic action of the leva tores ani, to make the anus 
descend much beyond its natural level, certainly not to the 
level of the tuber ischii which is always possible in a healthy 
patient. 

Physica / E,ra miJiatiou . 

In a case of suspected fissure a local examination is indis- 
l>ensable. For the purpose of examination a good light is 
essential and the most convenient position for the patient is 
the right lateral and senii-prono ^see ti^i::. -0). 

Inapt ctioH. 

On separating the buitivks, the anus is fully exposed to 
view and the OiUiditiou of the sunviuuliui:: skin can then be 
>een. Sonielinios evidouoo of pruritus, eo/enia, or secondary 
svphilis will be t\Mthoou\u\i:. wlnoti will materiallv assist in 
the subsoipiout treat uiout. 

The anal skin in tl\OM^ oa^i s ix i\v>t i'ati\\|uinily reilundant 
and thrown iutv* nunuwsiv t.^KU ; w'uv, sivoii ^xist, it is well 
to examine s\^totua;\y;^!l\ ti\o t\\v;vws Ivtw^vn adjacent folds 
list o\ooriativM\ v|\yn\lv\ ^ v us^ >^^m ',\a:vv^v.. In a tVw oases 
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an isolated oedematous fold of skin, the sentinel pile, may 
be observed (see page 215), and, when present, forms a 
valuable guide to the position of the fissure. 

The Condition of the Sphincters. 

This should form the next subject of inquiry. By placing 
the tip of the index finger upon the external sphincter, any 
undue firmness or induration may at once be detected. The 
degree of spasmodic contraction of the sphincters and the 
levatores ani may also be approximately estimated by request- 
ing the patient to strain down, when, if spasm exist, he will 
be unable to force the anus outwards in spite of repeated 
attempts to do so. The reason for this is that the attempt at 
straining down causes pain in the fissure, which, in turn, 
evokes spasmodic contraction of the sphincters and the leva- 
tores ani, and thus prevents protrusion of the anus and even 
the escape of flatus. Some patients are able to force the 
anus outwards to a greater extent than others, even when 
suffering from fissure, but it may be accepted as a clinical 
fact that, in all cases of fissure, this power is considerably 
diminished, when compared with the normal ; and its degree 
may be taken to some extent as a measure of the severity of 
the lesion. Of the eighty-nine cases of fissure in females of 
which we have records, this inability to force the anus out- 
wards was well marked in seven, and among one hundred and 
thirty-two males a similar condition was observed in twenty- 
three. 

The Presence of Discharge, 

The external examination can now be completed by 
observing the presence or absence of discharge from the anus, 
such as mucus, blood, pus or fseculent material. When either 
mucus or blood, or both of these are present, internal piles 
should be looked for. When pus is present, a blind internal 
fistula probably coexists ; and when fseculent material is 
present, there is probably a fsBcal accumulation in the rectum. 

Q 
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The Exploration of the Rectum, 
We now come to the most important point of the local 
examination in cases of fissure, that is, digital exploration of 
the rectum. This procedure is always attended by more or 
less pain. We cannot emphasize too strongly, that a digital 
exploration should always be made, and, if desired by the 
patient, under an ansBsthetic. Such an examination we hold 
to be important, not for the mere purpose of making a 
diagnosis of fissure, as this conclusion may already have been 
arrived at from the symptoms described by the patient and 
from the external examination, but, in order to enable us to 
state correctly whether there are or are not other diseased 
conditions of the rectum coexistent with the fissure. The 
omission of an examination for the presence of coexistent 
disease, may, and often does, result in the over-looking of 
some important complication of the fissure, e.g., polypoid 
growths, piles, blind internal fistula, polypus and submucous 
abscess. The introduction of the finger into the rectum 
should not, therefore, be dispensed with ; but in order to gain 
the confidence of the patient, and to avoid causing him 
unnecessary pain, the utmost gentleness in carrying out the 
procedure should be exercised. If the situation of the fissure 
can be made out, as is usually the case, by separating the 
sides of the anus and so exposing the lower margin of the 
fissure, the exploring finger should be pressed well against 
the opposite margin of the anal ring, as it is being introduced 
into the rectum, so as to avoid touching the fissure. If this 
mancBUvre be carried out, very little pain, in the majority of 
cases, will be caused by the passage of the finger into the 
rectum. 

When the finger is in the rectum, the spasmodic contrac- 
tion of the external and internal sphincters can be felt, and 
often the levatorea ani will be found to be in a more or less 
irritable condition. The next thing that will be noticed, in 
nearly all cases, is the presence of fseces in the rectum, 
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despite the fact that the bowels may have acted but recently. 
If the rectum be loaded, an enema should be administered 
in order to facilitate the further examination. The bowels 
having been fully relieved, a careful search should be made 
for any coexistent disease. In men, it is well to inquire also 
into the condition of the prostate, and, in women, into the 
state of the uterus and its appendages. In women also, the 
condition of the coccyx should be made the subject of inquiry, 
as coccygodynia may occasionally, though rarely, be also 
present. We have seen cases which have been operated on 
for fissure, in which the real cause of the patient's symptoms 
was the condition of the coccyx. When the finger is removed 
from the rectum the anus is often spasmodically drawn 
upwards, showing that the spasm is set up by the local stimu- 
lation. The rectal complications of fissure will usually be met 
with in the lower inch of the bowel. Some authors advocate 
the use of the speculum, but we think this unnecessary and its 
use is certainly attended by considerable pain. The speculum 
itself may also prevent the full extent of the disease from 
being observed. We always rely on digital examination only. 

Diag7ioi^is. 

The diagnosis of anal fissure is in most cases easily made, 
the symptoms being so characteristic that it is possible to 
arrive at a correct conclusion even without recourse to local 
examination. Still, however certain we may feel that a fissure 
exists, a thorough local investigation, for reasons pointed 
out above, should be urged in all cases. If then a patient 
presents himself with a history of having felt a tearing sensa- 
tion at the anus, with a slight loss of blood when passing a 
hard motion, and of this having been followed by intense pain 
which set in either at the time of defsBcation or after a short 
interval and persisted for a considerable time afterwards, 
eventually ceasing almost suddenly, and not recurring until 

the next action of the bowels, the presumption is strongly in 

Q "2 
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favour of fissure being j^resent, either alone or complicated 
with other rectal disease. When this cycle of events has 
been repeated on several occasions after the act of defsecation, 
the diagnosis is corroborated. If, on local examination, more 
or less marked spasm of the sphincters and the levatores ani 
exists, as evidenced by the patient being unable to force the 
anus outwards ; and more especially if on separating the sides 
of the anus, the lower extremity of a triangular or oval ulcer 
is brought into view, the edges of which are well defined, and 
the floor covered by reddish or greyish granulations, or con- 
sisting of the muscular fibres of the external sphincter, the 
diagnosis of fissure is confirmed. Moreover, if, on introducing 
the finger into the rectum, the upper limit of the ulcer can 
be defined and no other disease of the rectum be found, the 
diagnosis of an uncomplicated fissure should be made. If, on 
the other hand, such conditions as polypoid growths, piles, 
polj'pi, blind internal fistula or abscess are also found to be 
present; the case is one of complicated fissure. 

Differential Diagnosis. 

There are throe conditions from which it is most impor- 
tant that a fissure sliould be dilTerentiated, viz. : — (a) Syphilitic 
Fissure; (/>) Blind Intornul Fistula ; (r) Disease of neighbour- 
ing IVlvie Visoera. 

(a) From Si/philitii- r\.sN/u> . Having come to the conclu- 
sion that a tis>uro is prosont, we must next decide whether 
it is simplo in oharaotor or of syphiUtic origin. The 
folKnvius; ooi^sidonUioMs will aid us: Syphilitic fissures are 
usually )uuUiplo awvl aro ^iiouorallv situated either on the right 
or the lofi sido of thv^ anus, lu shaiH\ tliey iire not so 
triangular or oval as UvM\-s\j^luliiio tissurcs. and they bleed 
ivaUih whou thoir ovli;os art^ s* i^uatod. They differ, too, in 
iho churaotor oMho jvuu t\^ whivh tho\ givo rise. The pain 
iHMuuuMuvs duriui^ an activMi \^t' iho Unxols, a!ul m Idom persists 
for lvM\^^or th;in h.Uf a\^ bx^i\<. D^o (\iin may i>vur, and often 
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does, at night when the patient is in bed, although the bowels 
have not been relieved for several hours — ^a very exceptional 
occurrence in fissures of non-syphilitic origin. In all cases of 
syphilitic fissure, either the inguinal or the femoral lymphatic 
glands, or both sets of glands, will be found to be enlarged, 
hard, freely movable, and painless. Besides the enlarged 
glands, othier signs of syphilis will generally be found, such as 
mucous patches in the mouth and fauces or one or other of 
the syphilodermata, with a history of exposure to contagion 
within the previous six or eight months. 

(b) From Blind Internal Fistula. — Another condition that 
may be confounded with fissure is a blind internal fistula. 
Both are attended by pain associated with defaacation and by 
spasm of the sphincters, but attention to the following points 
will serve to discriminate between them. In blind internal 
fistula, there is a history of continuous pain which, though 
increased at the time of defaecation, does not pass off. This 
variation in the intensity of the pain has been repeated with 
each succeeding action of the bowels until, at the end of a few 
days, or a longer period, a discharge of pus from the anus 
has been noticed, after which the pain disappeared except 
during, and for a v&riable time after, an action of the bowels. 
At intervals, pus has been discharged from the anus, the dis- 
charge being often preceded by pain which has supervened 
occasionally without an action of the bowels. On examining 
the anus, some purulent discharge can generally be seen issuing 
from the bowel, or can be squeezed out or made to issue by 
compressing the margins of the anus together while the 
patient also bears down. When the finger is introduced into 
the rectum, its surface, on withdrawal, will probably be found 
to be smeared with a streak of purulent discharge. When in 
the rectum, the finger cannot detect the roughened patch on 
the mucous membrane, so typical of fissure, but may make out 
a localized induration by carefully manipulating the lower 
two inches of the rectum between the forefinger in the rectum 
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and the thumb outside. An induration, due to the fistula, can 
always be felt in this way. In many cases, a distinct internal 
opening, which feels like a dimple or small pit, or a roughness 
in the mucous membrane may be detected. It should be 
observed that this rough surface is never so sensitive as are 
always the floor and margins of a fissure, unless it is the 
cause of the fistula. If this spot be examined with a silver 
probe bent to a half circle of half an inch diameter, its point 
may, with a little careful manipulation, be inserted into the 
cavity or track of the fistula. The distinctive feature, how- 
ever, of blind internal fistula is the presence of pus which is 
never noticed in fissure. It may be well to draw attention, 
in this place, to the fact that a fissure is not uncommonly the 
starting point of a blind internal fistula (see page 101), which 
may, and does when of the subcutaneous variety, soon become 
complete. Both lesions may, therefore, coexist, in which case 
the internal opening of the fistula will be found in the floor 
or at the lower margin of the fissure. 

(c) From disease of neighbouring Pelvic Viscera. — Finally, 
in some instances, though symptoms indicating fissure are 
present, no lesion can be found even after careful exploration 
with both finger and speculum. In such cases as these, it 
is well not to express an opinion until a careful examination 
of the pelvic organs has also been made. In women, a retro- 
flexed and retroverted uterus, or a prolapsed and inflamed 
ovary in Douglas's pouch, by pressing upon the rectum, 
may cause pain and difl&culty in defaBcation, and so simulate 
fissure; while in men, disease of the prostate, or vesicular 
seminales, or even of the base of the bladder, may be the 
cause of the symptoms complained of. 

Morbid Conditions complicating Fissure. 

Placed in the order in which they most frequently occur, 
the morbid conditions in the rectum, which may be met 
with concurrently with fissure, are polypoid growths, internal 
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piles, polypi, and blind internal fistula (subcutaneous or 
ischio-rectal). 

Polypoid growths are so frequently met with, in cases of 
fissure, that it is possible they exert considerable predispos- 
ing influence in its production. The growths are usually 
multiple, there being generally two or three, though probably 
there is no limit to the number which mny be present. 
We have, on one occasion, seen as many as twenty-two in 
the same individual. Their size varies considerably, the 
length being from less than a quarter to one-and-a-half or 
two inches, and the breadth from one-eighth to half or 
three-quarters of an inch. They are met with in the terminal 
two inches of the rectum, being generally situated within an 
inch of the anus. These growths are met with, in male 
subjects, in at least 11 per centum, and, in females, in 22 per 
centum of cases of fissure. They are often situated either at 
tlie side of, or opposite the fissure. The recognition of their 
presence is all important because, unless they are removed at 
the time when the fissure is operated upon, it is extremely 
improbable that any operation will permanently cure the 
patient. Moreover, if the operation should be successful, the 
healing will be much slower than it would have been had the 
growth or growths been removed. 

Internal Piles are met with, in cases of fissure, in at least 
20 per centum in males, and in upwards of 16 per centum in 
females. According to Quenu and Hartmann* as many as 80 
per centum of adults suffering from fissure, either have piles 
or are predisposed to them. We cannot confirm this state- 
ment, and we think that the percentage given by these 
authors is much too high, at any rate, as regards this country. 
There is no doubt that in many cases of fissure, piles do 
coexist, and they are then the cause of the severe haemorr- 
hage sometimes met with. As we have already said, a 
fissure, uncomplicated by piles, seldom bleeds beyond an 

• Op. cit., p. 421. 
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occasional drop or two. We have observed that when only 
a single pile is present in a case of fissure, it is always the 
right anterior (R.A.) pile. Fissure is not found with piles in 
the third stage of their development, because of the stretching 
which the sphincters undergo from the frequent prolapse of 
the piles in such cases. The scar of a pre-existent fissure 
may, however, sometimes be detected in such cases. 

Poh/pus. — A well-marked polypus is seldom found asso- 
ciated with a fissure. When met with, its pedicle should be 
ligatured, and the growth removed at the same time that the 
external sphincter is divided. 

Blind internal ^fistiila is met with, in cases of fissure in males, 
in about 8 per centum, and, in females, in about 2 per centum. 
It is usually found in connection with a fissure situated 
posteriorly. It may be only subcutaneous or may track into 
the ischio-rectal fossa, or extend beneath the mucous mem- 
brane above the upper margin of the fissure (see figs. 34, 37, 
38, 39), The particular course that the fistula may follow 
depends upon the part of the fissure from which it starts. 
Wlien tlie burrowing begins at the lower margin of the 
fissure, the fistulous track lies beneath the peri-anal skin and 
soon becomes a complete fistula by opening externally. When 
the burrowing starts from the centre of the floor of the fissure, 
two combes are ojH^n to it, either it will track beneath the 
aupevtioirtl part of the external sphincter oj^ening on to the 
surface at the outer margin of that structure, i.e., about 
three-quart ors to one inch fnnu the anus, and a little to 
tlie right or left of the n)iilillo line {vstoriorly : or the fistulous 
track may pass tluvugh botwtvn the dtn^p jx^rtion of the 
external sphincter, and the lower Wrder of the internal 
sphincter atul so g^un access to the isohio-nvtal fossa. In 
such cases as the last, we have >tH tv most extensive burrow- 
hig, almost i\Mupletely eneitvlin^j; tl.e lower jvirt of the 
rectum, ivsuh (tvm delay in oiv\tiv^ t1u> blind internal 
fistula* In one case, ib.e fistula h^^d diM*h,Vi^\l i:s< If into the 
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vagina. Lastly, when the fistulous track starts from the 
upper margin of the fissure, it makes its way in an oblique 
direction upwards beneath the mucous membrane only. 

Treatment. 

The treatment of anal fissure may be divided into the 
palliative and the operative. 

Some cases will be found to yield to the former, chiefly, if 
not entirely, the uncomplicated cases. In all complicated cases, 
and in simple ones of long standing, there is so much spasm 
of the sphincters, generally with attendant hypertrophy and 
induration (more especially of the external sphincter), and 
the pain is at times so severe, that operative measures should 
be proceeded with as soon as convenient to the patient. 
Each case, however, should be treated upon its own merits. 
In all cases palliative treatment may be tried for two or three 
weeks, at the end of which period, unless marked relief has 
been obtained and the fissure is healing, an operation should 
be performed. We have observed that, in cases of uncompli- 
cated fissure, when the ulcer is of slight extent and not deep ; 
when it has not existed for any length of time ; when there is 
no marked spasm or hypertrophy of the sphincters, and also 
when occurring in patients above 60 years of age, success is 
likely to follow palliative treatment, and the cure to be 
permanent. While on the other hand, if the fissure is 
complicated by other rectal disease ; if it is well marked and 
deep, especially when the muscular fibres of the external 
sphincter can be seen in its floor ; if the edges are thickened 
and hard, indicating chronicity ; if the sphincters are hyper- 
trophied and feel indurated, and there is well marked spasm 
of the musculature of the pelvic outlet; if either polypoid 
growths or polypi are present ; and, lastly, if the patient has 
been losing flesh and is worn out by constantly recurring 
and excessive pain, operative interference is undoubtedly 
indicated. It is well in these cases to thoroughly explain 
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beforehand to the patient the proposed method of treating the 
disease, and also to lay particular stress on the fact that 
palliative treatment, though successful in some cases, and, 
therefore, worthy of a fair trial, cannot be considered so 
certain and permanent in its curative effect as an operation. 
Palliative treatment is often successful while it is continued, 
but a few weeks of neglect, in a complicated case, nearly 
always leads to a recurrence of the symptoms of fissure. All 
complicated cases of fissure, that is when well marked polypi 
or polypoid growths exist, or when the patient also suffers 
from internal piles or fistula, should be operated upon aa 
soon as possible. 

Palliative Treatment. 

This consists of, measures for preventing constipation ; 
attention to local cleanliness; and the application of local 
remedies. 

CoHstipatio}i, — A. free evacuation of the bowels should be 
obtained at least once in 24 hours. To ensure a daily action 
of the bowels, aperients suited to the patient's constitution 
should be taken every night at bed-time. The best aperient 
is the one which acts without causing general discomfort and 
depression, and at the same time ensures free relief of the 
bowels. The motions should be always kept soft. The 
injection of olive oil at bed-time, to be retained all night, has. 
an exoollent local offoot, and will also often cause the bowels, 
to act freely without an aj^erient. 

CI<'tV(Unt'$if.~ Oloanliness of the part is an absolute 
necessity, since accumulation of faval matter in the fissure 
or bt^twtH^n the folds of skin rinnul the anus is apt to cause 
irritation, and may excite sjv^sm of the sphincters. The 
anus should be carefully l^ulunl with w;\rni water every night 
and n\orning. iu>d also ^vfier tvach evAcuation. the part being 
after\vHl^^s tlunvu^hlv dritsl with a Sv^ft towel. 

L^\'xu re»».',M\f jf. When ihe anal muov^is membrane is dry 
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and inclined to crack on slight dilatation, the lower part of 
the bowel should be lubricated frequently. For this purpose, 
the unguentum hydrargyri subchloridi is very beneficial when 
appUed immediately after the part has been dried, or cacao- 
butter suppositories, introduced at bed-time, help the patient 
very much by lubricating the passage and the first part of the 
motion. Unguentum resinae, either alone or mixed with an 
equal quantity of vaseline, is a most useful application for 
protecting the fissure and accelerating its healing. When 
there is much attendant pain, this may be allayed by the 
introduction of suppositories containing cocaine (grs. 2) or 
morphia (gr. J). 

In the majority of cases amenable to palliative treatment, 
relief and cure can often be obtained in the way we have 
described. The local application of nitrate of silver which 
has found favour with some authors, is thus made. The 
sides of the anus being held apart, the fissure is exposed 
to view and a pointed stick of nitrate of silver is rubbed over 
the whole of its surface. A small pledget of cotton wool id 
then placed over the fissure and kept in position by a "]" 
bandage. By this procedure, the superficial granulations are 
destroyed and the tissues stimulated to repair. By destroying 
the exposed nerve endings, reflex spasm of the sphincters is 
diminished or abated, and the raw and exposed tissues are 
protected for a brief period from subsequent injury by a 
coating of insoluble albuminate of silver. This form of treat- 
ment we cannot recommend, because of the intense pain 
sometimes caused by it. It can be successful only in uncom- 
plicated cases, and occasionally is so. When adopted, a 
twenty per centum solution of cocaine should be applied to 
the fissure before the application of the nitrate of silver. 

Operative Treatment. 

The methods at present in vogue for the operative treat- 
ment of fissure are two — incision and stretching of the sphincters. 
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The method of incision, known as Boyer's operation, is the 
one usually practised by English surgeons, and is generally 
adopted at St. Mark's and the Gordon Hospitals ; while that 
of stretching the sphincters finds almost universal favour 
among French surgeons, being known as Recamier's opera- 
tion, he having been the first to describe this plan of treat- 
ment. Both of these operative procedures have the same 
object in view — to eliminate the spasmodic action of the 
sphincters, in fact, to paralyze them for a time and thus 
ensure the physiological rest so essential for the repair of the 
fissure. It is clear that, since the sphincters are called into 
action through reflex stimulation of afferent nerves passing 
to the centre in the lumbar enlargement of the cord, the 
means at our disposal for preventing reflex action are either 
to dissolve the continuity of the muscular fibres or to prevent 
afferent or efferent impulses passing along the nerves con- 
cerned. The former of these is effected by Boyer's operation, 
and the latter by the method of Eecamier. 



Thv Operation hif Incision. 

By this method, division of some of the muscular structures 
surrounding the anal orifice is effected. We have seen that 
spasmodic action of the musculature of the pelvic outlet, 
comprising the external and internal sphincters and the 
levatores ani, constitutes the inij>ediment to the healing 
of the fissure, causing the pi\in to be of long duration and 
liffording the wound no rest while it j>ersists. The question 
of practical imjK^rtnnce arises — Hotv nuivh or' this muscular 
structure must uy divide to ensure cessation o/ sjkismodic nar- 
rou'inij of the ontd outlet. co»fiiuUil4e uith doino the least 
jh^sihle permanent harm to the /KPr in reaard to its functional 
actiritu / Our guide in this uuUtor is baseil ui>on anatomical 
oonsiden^tions. Of the muscles oonoonitHl, the levatores ani, 
when contnu'ting, draw the lower j^jut of the reotimi upwards 
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and forwards, and have a dilating effect rather than one of 
constriction, and, therefore, a division of their fibres would 
be futile. The internal and external sphincters constrict the 
anal canal, and, therefore., the point to be determined is 
whether both of them are concerned in the spasmodic action. 
Now the internal sphincter is composed of involuntary fibres, 
being supplied by nerves derived from the same source as 
those supplying the muscular coat of the rectum itself, and, 
therefore, it is not directly called into action by stimulation of 
the peripheral terminations of the nerves supplying the lining 
membrane of the anal canal, which we have seen are derived 
from the pudic and the 3rd and 4th sacral. It is true that 
stimulation of these nerves will bring about reflex contrac- 
tion of the internal sphincter; but this can be explained by 
reflex radiation along other nerves emanating from the lower 
portion of the cord, just in the same manner as we account 
for pain manifesting itself in the loins and down the backs of 
the thighs. On the other hand, the external sphincter is 
supplied by the identical nerves which give sensory filaments 
to the anal mucous membrane and skin, and, therefore, this 
muscle is much more directly concerned in the reflex arc, 
and responds much more readily to stimulation of the anal 
margin. If these deductions are correct, the fact that it is 
only necessary to divide the external sphincter for the cure of 
fissure should be borne out by clinical observation. On this 
subject we can say, unreservedly, that such has been our 
experience, and that we have never found it necessary to 
divide more than the external sphincter to cure a fissure. It 
remains to us now to consider the manner in which division 
of the external sphincter effects a cure. This muscle, arising 
as it does from the ano-coccygeal ligament, and being inserted 
into the central point of the perineum, must of necessity 
contract towards the centre, thus closing the anal orifice. 
When divided on one side, it is no longer capable of doing 
this, as each portion contracts towards its fixed point. In 
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this way constriction of the anal ring is rendered impossible, 
with the result that the fissure is no longer pressed against 
the fsBces when the bowels are being relieved. To all in- 
tents and purposes, such division of the muscle causes a 
temporary loss of function, but this is resumed as soon as 
the breach of continuity has been repaired by scar tissue. In 
the interim, however, the fissure has had the advantage of 
complete physiological rest, and Nature has been afforded the 
opportunity of repairing the lesion, so that by the time the 
ends of the muscle have been joined together, the fissure 
no longer exists. That division of the external sphincter 
is instrumental in healing the fissure, is proved by the fact 
that repair takes places equally well if the muscle be divided 
at a point away from the seat of the fissure, and also that a 
single division suflBces to cure two or more fissures existing at 
the same time. To divide more than the external sphincter 
is never necessary, and indeed can only be productive of 
harm. It is a clinical fact worth remembering, that division 
of the internal sphincter is invariably followed by a material 
diminution of the power of control, or by absolute incontinence. 
The reflection that, when the internal sphincter has been 
divided, the levatores ani tend to drag the margins of the 
wound apart, thus preventing approximation during the pro- 
cess of repair, suflBciently explains why permanent loss of 
power should result therefrom. 

The foregoing considerations set forth the object and limits 
of the operation which we advocate, viz. : — the complete 
division of the fibres of the external sphincter and only the 
external sphincter. Of the efficacy of this operation we have 
had abundant proof. 

Instruments liequheiL — Scalpel, straight probe, pair of 
strong sharp scissors, pile hooks, fenestrated artery forceps, 
pressure forceps, groved prol>e-pointed director, and silk 
ligatures. 



Method of operating. 
When fully anteathetised, the patient is placed in the 
right lateral and semi-prone position, the knees being drawn 
up, the left more so than the right. The left index finger 
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is now passed into the rectum, and the external sphincter 
grasped between it and the left thumb which opposes the 
index finger from the outside. By this means the external 
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sphincter can be rendered prominent and the margin of the 
anus suflBciently everted to expose the fissure to view (see 
fig. 83). By means of a scalpel or fissure knife, all the 
fibres of the external sphincter are now cautiously divided. 
On no account should the internal sphincter be damaged. 
This division may be effected either through the floor of the 
fissure itself or at a point midway between the posterior 
margin and the right side of the anus (R.P.), irrespective 
of the position of the fissure. A single division of the 
external sphincter is sufficient to effect a cure, even when 
the patient has two distinct fissures. When the division has 
been completed, a careful search should be made for any 
polypus, polypoid growth, internal pile or blind internal 
fistula that may be present, and require to be appropriately 
dealt with. A small piece of cotton wool, wrung out in 
some perchloride of mercury solution (1 to 500), should then 
be placed in the wound and a T bandage adjusted. This 
operation, simple as it appears, is eminently satisfactory and 
we venture to assert that any case of fissure can be cured 
in this way, and that the cure will be permanent. Its 
advantages are that ; it leaves no permanent loss of power in 
the part ; it completely cures the fissure ; and the patient is 
not liable to a return of the disease. The only objection 
that can be urged against its use, is the very long time 
occasionally required for healing, but this at most is a minor 
consideration, as after the first week there is very little, if 
any, discomfort caused by the wound. 

Before quitting the subject of incision, it would be interest- 
ing, perhaps, to follow up briefly the historical evolution of the 
operation. Boyer, in the early part of this century, observed 
that if a fissure was converted into a simple wound by incision, 
all the symptoms ceased, and that, with the healing of the 
wound, the fissure disappeared also. Accordingly, he was in 
the habit of passinj^ a blunt-pointed bistoury along his finger, 
previously introduced into the rectum, and on its withdrawal 
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dividing the mucous membrane, both sphincters and adjacent 
subcutaneous tissue, and skin. This extensive incision, though 
it was effective in curing the fissure, does not appear to have 
met with much approval from other surgeons, probably on 
account of the serious impairment of control to which it un- 
doubtedly gave rise. Accordingly we find Curling,* Copeland, 
Dupuytren and others advocating a superficial incision, by 
which the mucous membrane only, or at most a few of the 
more superficial fibres of the external sphincter, were divided ; 
while others, among whom may be mentioned Blandin and 
Demarquayt, practised the submucous division of the external 
sphincter. These modifications of Boyer's operation, however, 
proved unsatisfactory and fell rapidly into disuse ; and it 
would appear that just as Boyer did too much and conferred 
the misery of incontinence upon his patients, so his opponents 
did too little and failed to cure the disease. 

The Operation by Stretching the Sphincters. 

By this method the contractile power of the sphincters 
is temporarily suspended, an atony of the muscular fibres 
being engendered by the process. After an interval of 
several days or weeks, the muscles nearly always regain 
their normal tone, and are capable of closing the anal canal ; 
but, in the interim, the fissure has had the opportunity 
of healing under the enforced conditions of brief rest. This 
method was first suggested by Recamier in 1829, in lieu 
of a cutting operation. The first time he made use of 
stretching he did not intend to cure the fissure by its 
means, but merely performed this operation with the object 
of facilitating the application of nitrate of silver ; and, 
indeed, in this instance, apparently it did not strike him 
that the stretching might have had some part in effecting 
the cure. Subsequently he endeavoured to cure by stretch- 
ing alone. The method he first employed was to introduce 

* Dublin Hosp. Gaz., 1855. + Arch. G^n. de M6d., 1846. 

n 
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two or more fingers into the rectum, and, with the thumb 
outside, to pinch up and knead the sphincter muscles from 
one end to the other. By this means the contractile power of 
the sphincters was temporarily suspended, but, as the opera- 
tion had to be performed several times and caused a great 
deal of pain, the method was abandoned. Still, the desire to 
cure a fissure without resort to division of the sphincters, no 
doubt due to the disastrous consequences of Boyer's operation, 
occupied the minds of the surgeons of the day, and we find 
Maisonneuve accomplishing this object by introducing the 
whole hand into the rectum, closing the fist and then with- 
drawing it. At a later date,* he abandoned this rough and 
ready measure, and substituted in its stead a simple stretching 
of the sphincters by inserting the index fingers and forcibly 
separating them, at first in the antero-posterior direction, and 
then laterally. Much success, however, does not appear to 
have been achieved by this modification, and consequently the 
method of stretching the sphincters seems to have been entirely 
given up until Van Burent in 1864 published a series of suc- 
cessful cases. At the present day, the operation has numerous 
advocates, especially among French surgeons,! by whom the 
method of incision is employed solely for those cases in 
which stretching has failed. Our experience of stretching the 
sphincters is much more limited than that of division of the 
external sphincter ; but we have made use of it in a sufficient 
number of cases to enable us to conclude that by its means 
a cure can be effected, though not with the certainty that 
complete division of the external sphincter gives. 

MtiJnul of Operatina, 

The bowels having boon previously emptied by aperients, 
the patient, when fully amvsthetisod, is placed in the right 
lateral and sonii-prono position. The surgeon then introduces 

* Gail, dos hiSpiUux, 1S49, p. iAV 
i Tmnsaotious of tho Now York AoaiUnn y of Mtnlivunt*, vol. 11, p. 180, quoted by Ball. 

', Qiu^nu ami HartJ«anu, Uv. oit.. p, 441. 
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first one index finger and then the other into the rectum, 
and placing them back to back steadily and strongly draws 
them apart in the antero-posterior axis. While this is being 
done, the terminal phalanges must not be flexed completely 
lest laceration of the rectal mucous membrane should occur. 
The traction should be steadily persevered with until the 
resistance of the sphincters is felt to yield. A similar traction 
should then be made laterally, that is, in a direction at 
right angles to the first. Some surgeons use the thumbs 
instead of the index fingers, while others again utilize in- 
struments for the purpose ; but, as Duplay * points out, the 
fingers are more suitable than these, because the surgeon 
can appreciate precisely, through muscular sense, the exact 
moment when resistance is being overcome. If the dilatation 
has been effectual, the anus will be seen to be quite flaccid, 
and the orifice will gape, the rectal mucous membrane 
protruding slightly through the anal ring. In nearly all cases 
the fissure will be torn during the process of stretchings but 
this is not followed by permanent damage to the patient. 
After the stretching has been firmly continued for a few 
seconds, blood is usually extravasated under the skin 
posteriorly to the anus, and should not be interfered with as 
it is generally absorbed in about nine days. Should a poly- 
pus or polypoid growth coexist, it should now be removed 
but not before the stretching has been carried out, otherwise 
a tear through the mucous coat of the bowel may take place 
at the site of the growth. A small piece of absorbent wool, 
wrung out in perchloride of mercury solution, should now 
be introduced partly into the rectum, and a pad of cotton 
wool and a T bandage adjusted. The immediate effect of 
this operation, as we have stated above, is to temporarily 
suspend the contractile power of the sphincters; in fact, it 
reduces them to a state of atony, from which, however, they 
recover after an interval varying from a few days to several 

* Gaz. des hdpitaax, 1891, p. 445. 

r2 
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weeks. The object attained is similar to that arrived at 
by division of the external sphincter, but the result differs 
in this respect — that the power of contraction returns much 
sooner after stretching. The question of interest which now 
presents itself is — By what means is the power of contraction 
of the sphincters abolished ? Is it due to some disturbance 
in the structure of the muscular fibres themselves, such 
as laceration or hyper-elongation, which makes them no 
longer capable of contraction ; or is it that the nerves, either 
afferent, efferent or both, are so injured by the stretching of 
their fibres that they are unable to convey impressions to or 
from the centre in the spinal cord? For the purpose of 
elucidating this point, Quenu and Hartmannt have conducted 
some very interesting experiments upon dogs. Having per- 
formed the operation of stretching upon seven animals, and 
subsequently dissected the parts, they arrived at the following 
conclusions — (a) in regard to muscles ; that blood extravasation 
does not take place within the sheaths of the muscles ; that 
the muscular fibres are neither lacerated nor torn from their 
insertions ; that the contractility of the muscular fibres is not 
impaired, the muscles contracting readily to direct stimuli. 
In fact, no appreciable structural alteration could be discerned 
in them b}'^ microscopical examination, (b) So far as the 
nerrcH ircre coifcrrnnJ ; it was observed that stimulation of the 
nerves supplyhig the muscles caused contraction, thus indi- 
cating that their power of conduction remained intact. From 
th»^se observations, the sole conclusion that could be arrived 
at was that the sensorv nerves were affected, and did not 
convey atYerent stinniH. Xo direct evidence of this hypo- 
tliesis oouUl be obtained, but the investigators compared the 
OiUidition of tlie anns» after stretching, to the relaxed and 
patulous stale of the anus wbiob they observed in a patient 
who was uuvler ati ana^stlietic for the o|vration of scraping 
the uterus, 

* ♦ Uv\ Oil . >v 44*, 
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After Treatment, 

This is a most important part in the treatment of fissure 
and varies in detail with the operation that has been 
performed. 

After the Operation by Incision. 

As soon as possible after the operation liq. opii sed. rrtni 
XXX should be given. Commencing four hours later, a 
mixture of catechu and opium (see page 153) should be given 
every four hours for the first 16, and every eight hours during 
the succeeding 48. The part should be dressed for the first 
time on the morning following the operation, all the original 
dressings being removed with the exception of the piece of 
cotton wool in the wound. The surrounding skin should 
be carefully cleansed with perchloride of mercury solution 
(1 to 500), and afterwards a pad of cotton wool, wrung out 
in solution of the same strength, should be applied. The 
dressing should be repeated every night and morning until 
healing has taken place, unless it should be found that the 
surrounding skin is irritated by the solution. In cases of 
irritation due to this cause, the strength of the solution 
employed should be diminished to 1 to 2000. On the fourth 
day after the operation, the piece of cotton wool in the wound 
should be removed by gently twisting it on its axis as it 
is being withdrawn. The removal of this plug enables the 
patient to void flatus more easily. About ninety-six hours 
after the operation, the bowels should be freely relieved by an 
aperient (see p. 154). As a consequence of the bowels having 
been confined for such a long period, there is always a consider- 
able accumulation of fsBces in the colon, and,' consequently, the 
first action of the bowels should be copious. Owing to division 
of the external sphincter, impaction of fsBces is not so likely to 
occur, after an operation for fissure, as after that for internal 
hsdmorrhoids with no division of that muscle. It should be 
borne in mind, however, that impaction of faeces may occur 
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after any rectal operation if the first two or three actions of 
the bowels are not sufficiently free. 

The patient should be kept lying in bed for from ten to 
fourteen days after the operation, and should be allowed to 
get out of bed only for purposes of micturition or defaecation 
during that period. In cases of fissure, the wound resulting 
from division of the external sphincter nearly always heals 
slowly, usually in about four or five weeks. In some cases, 
the healing process may extend over a period of ten or twelve 
weeks, the patient being unaware that the wound persists, 
and complaining only of a slight dampness of, or itching in, 
the anus. This delay in healing is caused most frequently by 
the R. margin of the wound, when the incision is on the R.P. 
side, or the L. margin when on the L.P. side, becoming 
cedematous and falling into the wound. Another cause of 
retarded healing is the formation of exuberant granulations 
at the bottom of the wound. These sometimes may vary in 
length from a half to three-fourths or even one inch. They 
act as a foreign body in the wound, and cannot be removed 
too soon. Under the influence of cocaine or eucaine, they 
should be scraped away with a Volkmann's spoon. When 
the delay is due to the oedematous state of the margin of the 
wound, this may be removed by applying a ligature to it. 
This step, however, is not imperative, because the wound will 
ultimately lieal if left to itself, the patient suffering neither 
pain nor discomfort from the oedema or from the delay in 
healing. If removal be decided upon an anaesthetic should 
be given, since this little operation is quite as painful as that 
for internal haemorrhoids. It is essential that the oedematous 
fold be removed by ligature, as otherwise very free bleeding 
may take place. 

After the Operation by Stretclmuf. 

As soon as the patient has sufficiently recovered from the 
anaesthetic, liq. opii sod. )\[ xx should be given, and followed, 
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after an interval of four hours, by a catechu and opium 
mixture which should be repeated every four hours until 
sleep has been induced, after which it should be given every 
night and morning for the succeeding three days. About 
ninety-six hours after the operation, the bowels should be 
freely relieved by an aperient. In other respects, the treat- 
ment should be the same as that detailed above under 
*' incision," except that the patient may get about at the 
expiration of a week from the operation. As we have already 
stated, a somewhat extensive extravasation of blood, chiefly 
posterior to the transverse anal line, follows the stretching. 
The discolouration of the surrounding skin becomes most 
marked during the first three days ; but this need give no 
cause for anxiety as, in our experience, it becomes absorbed 
in about nine days and requires no additional treatment. 

Diet after the Operation, 

During the first twenty-four hours after the operation only 
a little water, not more than one pint, should be allowed. 
During the succeeding eighty hours one pint of milk, one pint 
of beef tea, with bread and butter, and water ad libitum should 
be given during each twenty-four hours. As soon as the 
bowels have been freely relieved, ordinary diet should be 
resumed, provided that the temperature is normal and the 
general health satisfactory. 

Complications after the Operation and their 

treatment. 

The complications following an operation for fissure may 
be divided into {a) immediate, or those manifesting themselves 
during the first twenty-four hours and {h) remote, those 
occurring after that period. 

(a) The immediate complications are retention of urine, 
and diarrhoea. 

Retention of urine is more frequently met with in women 
than in men, and may be avoided altogether by allowing the 
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patient to take but very little fluid during the first twenty- 
four hours after the operation. In this way, there is not 
sufficient urine secreted to cause hyper-distension of the 
bladder during the period of reflex spasm of the sphincter 
vesicae. The reflex spasm induced by the operation usually 
subsides within eighteen to twenty-four hours, and then 
there is, almost invariably, no impediment to normal mic- 
turition. Should the patient be allowed to try to micturate 
during the period of reflex spasm, he will generally fail, but 
the attempt will have increased the vesical irritability. 
Accordingly, we always urge our patients to resist the desire 
to micturate during the twenty-four hours following the 
operation, and, in order to prevent a free secretion of urine 
during this period, we advise that as little fluid as possible 
should be taken. If, however, any difficulty be experienced 
in voiding urine after the first twenty-four hours, the patient 
should be placed in a warm hip-bath for 10 — 15 minutes. 
This treatment is almost invariably successful, but in the 
event of its not proving so, the patient should be kept warm 
in bed for an additional six hburs. When, after. this further 
period, urine cannot be voided, a soft rubber catheter must 
be passed under aseptic precautions. It should be borne in 
mind that, having once passed a catheter, its use may have 
to be continued every eight hours, for perhaps, several days 
before natural micturition is re-established. On the other 
hand, when the patient has once passed urine naturally, even 
after waiting for thirty hours, there is rarely any subsequent 
difficulty in micturition during the remainder of the after 
treatment, unless impaction of faeces is allowed to take place. 
Diarrhoea, — When occurring soon after the operation, is 
probably due to delay in administering the aperient and the 
consequent incompleteness of the preparatory emptying of 
the colon. Although this complication is undesirable in 
every way, it appears to exert no deleterious effect upon the 
healing of the wound. When an action of the bowels takes 
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place soon after the operation, all the external dressings 
should be changed and the part gently cleansed but, on no 
account, should the plug of cotton wool in the wound be 
removed. 

(b) The remote complications are — Cystitis ; descent of 
internal piles ; abscess ; impaction of faeces ; ulceration ; 
pyaemia. 

Cystitis is seldom met with after operations for fissure, but 
does occasionally occur. 

Descent of Internal Piles. — After an operation for fissure, 
more especially by incision, it is not at all uncommon for in- 
ternal haemorrhoids, which, although existing at the time 
of the operation, had hitherto been kept in situ by the spasm 
of the sphincters and so escaped diagnosis, to make their 
appearance within a week or ten days. Should their presence 
retard the healing of the wound, they should be removed 
without delay. Such piles may be considered, however, to 
be in the first stage of their development and, therefore, they 
are amenable to palliative treatment, which should always be 
adopted, unless they interfere with the healing process. In 
any case the piles will come down less readily after cicatrisa- 
tion has occurred, than during the healing of the wound. 

Abscess. — The formation of an abscess occasionally follows 
the operation of stretching, but this is by no means a frequent 
complication. The inflammatory swelling cannot be opened 
too soon, as it may quickly lead to the development of a 
blind internal fistula. We have never met with an abscess 
following the operation by incision. 

Impaction of Fceces sometimes occurs after both the 
operation of stretching and that by incision. It should be 
looked for when the patient complains of constant bearing 
down pain in the rectum and aching in the sacral region, in 
addition to a discharge of liquid faeces from the anus. When 
these symptoms are observed, a rectal examination should be 
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made and the impacted mass of faeces, if present, at once 
removed. 

Ulceration may be suspected to have ensued when there is. 
persistent discharge of a purulent nature, which increases in 
quantity instead of steadily diminishing, as it should do, when 
the fissure wound is progressing favourably. The peri-anal 
skin and, especially, both margins of the wound become con- 
tinuously painful. The bowels also, instead of acting once or 
twice in the morning, act many times during the twenty-four 
hours, both by day and night. It should be borne in mind 
that, when a fissure wound is healing well, a nocturnal action of 
the bowels is extremely rare. At the onset of these symptoms,, 
the rectum should at once be examined under an anaesthetic. 
If the wound be found in an ulcerated condition, the surface 
should be dried and a 40 per centum solution of formalin 
carefully applied by means of a piece of cotton wool twisted 
round the end of a probe, not only to the base of the ulcer, 
but also to every portion of its edges, especially where under- 
mined. When this has been done, the surface should again 
be dried and a small piece of cotton wool, wrung out of a 20 
per centum solution of cocaine, placed over the ulcer, after 
which an external dressing should be applied. 

Pf/temia is very rarely met with after an operation for 
fissure. We have never seen this complication, but the late 
Mr. P. Y. Gowlland recorded one case which occurred in hia 
practice. The patient ultimately recovered. 
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HEMORRHOIDS OR PILES. 

The terms, hcertiorrhoids and j^iZes, are popularly understood 
to denote a form of disease which owes its origin to a varicose 
and altered condition of the veins of the lower part of the 
rectum and of the anus. So far as nomenclature is con- 
cerned the terms are ill-chosen, because they each refer to 
a symptom rather than to a pathological condition — thus the 
word hcemorrhoid is derived from the Greek, alfia, blood, and 
p€<o I flow, the compound word denoting a flow of blood, which 
is a characteristic symptom of the disease but by no means a 
constant one. Again the word pile is derived from the Latin 
pila, a swelling, and therefore only indicates another symptom 
of the disease. However, both these terms have been so long 
in use, and their meanings are so generally understood, that 
it would be unwise to alter them. To the general public, 
these terms have a more comprehensive meaning and are, 
as a rule, used to denote any form of ano-rectal disease, from 
which they may be suffering. To the surgeon, they should 
signify that the veins of the lower part of the rectum and 
of the anus have undergone some change, which enables them 
to be recognised in their altered condition as a particular 
form of disease. The nature of this change is not merely 
one of dilatation or varicosity and nothing else. In addition 
to the dilatation, there is always some thickening of the wall 
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of the vein and a considerable increase of the connective 
tissue elements between adjacent veins. Though the dilata- 
tion of the veins gives rise to a more or less distinct swelling, 
this alone is scarcely sufl5cient to account for the whole of 
the bulk of these tumours. Indeed, a histological section of 
a pile shows that there is a large admixture of connective 
tissue between and around the dilated veins (see fig. 86). 
This increase in the connective tissue is always more marked 
when piles are of long standing or have been the seat of 
repeated attacks of inflammation, the resulting plastic 
exudation leading to induration and thickening. In some 
cases the exudation has been so abundant that the veins have 
become partially obliterated, the greater part of the piles 
consisting purely of fibrous tissue. 

Since the time of Hippocrates, piles have been arranged 
into two chief classes, viz., the external and the internal; 
according as they are respectively found outside the anal 
orifice, or inside the rectum. 

EXTERNAL PILES, 

The following two distinct conditions are usually described 
as external piles or haemorrhoids, though neither of them 
should, in our opinion, be so named. These conditions are 

(a) a circumscribed blood extravasation at the anal margin, and 

(b) a redundant fold of peri-anal skin. It is true that in both 
conditions there is a distinct swelling to be seen, which may 
perhaps justify the term " pile " ; but as neither contains 
dilated veins, nor gives rise to a flow of blood, the term 
** haemorrhoid " is inappropriate. 

There is, however, a third form [c) dilated peri -an at reins, to 
which the term *' external pile " may reasonably, we think, be 
applied. In this, tlie morbid condition shows itself as a more 
or less distinct fulness around the anal orifice. Combined 
with this condition of the jH^ri-anal veins, tliere are always 
present hypertrophy and iuduratii>n of the external sphincter, 
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together with consequent narrowing of the anal aperture. 
Internal piles may be associated with any of these three 
conditions. Constipation always accompanies the first two 
varieties, and constipation or diarrhoea is invariably met with 
in the third. 

(a) Gircumscribed blood extravasation at the anal 

margin. 

This condition is usually referred to under the name of 
the venous or thrombotic pile, and is supposed to be due to 
thrombosis taking place in a previously dilated or varicose 
vein at the anal margin. With this opinion we do not concur, 
because in the cases which we have examined the blood clot 
has always been outside the vein. Hence, we consider that 
the condition is due to a rupture taking place in one of the 
peri-anal veins, which is followed by a limited extravasation 
of blood into the surrounding connective tissue. If a case of 
this kind is seen soon after the swelling has made its appear- 
ance, that is before coagulation of the extravasated blood has 
taken place, the tumour is found to be tense and soft, but if 
some days have elapsed, the sensation imparted to the ex- 
amining finger is that of a pea or bean beneath the skin. At 
this later stage the blood has coagulated, and the surrounding 
connective tissue is becoming condensed, by round cell exuda- 
tion, into a true capsule. If an incision be made into the 
tumour at this stage, the clot can be enucleated, while the 
capsule is left behind, or the capsule together with its contained 
clot can also be removed as a distinct tumour. The longer 
the duration of the extravasation, the more distinct will be the 
capsule, and we presume that this circumstance has led to the 
belief that the capsule consisted of the wall of a dilated vein. 

Etiology. 

The rupture of a peri-anal vein, resulting in blood extrava- 
sation, is most commonly caused by violent straining during 
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defaBcation, by over-exertion in lifting heavy weights, or by 
a severe fit of coughing. 

The following table, prepared from 104 consecutive cases 
which came under our observation, shows the influence exerted 
by sex, age, occupation, and the constipated habit : — 

Females. 
18 



62 
21 



No. of cascH. 


Maleg 


104 


86 


Affe in years — 




Average 


B5i 


Oldest 


06 


Youngest . 


6 


()('cv2)ati(}n — 




Active 


27 


Sedentary .. 


57 


Unstated ... 


2 


Co}iHtipation — 




Faeces in Kectum... 


63 


Kectum empty 


2 


Unstated ... 


21 



17 
1 

16 
2 



Symptoms, 

During straining at stool, while lifting a heavy weight, or 
when coughing violently, there is a sensation that something 
has given way in the anal region, and a painful swelling is 
found to have suddenly appeared at the margin of the anus. 
The pain in the anus persists for some time afterwards. The 
swelling is also tender to the touch, and the patient is unable 
to sit in comfort. Deftecation is rendered exceedingly painful, 
and difficulty is experienced in emptying the bowel of its 
contents owing to the induced spasm of the sphincters and 
levatores ani. These painful phenomena usually begin to 
abate after two or three days, and disappear entirely by the 
end of a week, unless further straining has caused the rupture 
of a vein at some other part of the anal circumference. 
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Physical examination. 
A swelling, varying in size from one- sixteenth of an inch 
to one inch in diameter, is found situated at the anal margin, 
its inner border extending into the anal canal, and its outer 
margin extending beneath the skin covering the external 
sphincter. Although usually single (see fig. 84), and located 



PiQ. 84.— fisOWIKO 1 

THE ANIL MIBG 

Patient, aged 31). Hia bowels nere habitually conatipatad. Tlie eitravaaalion was 
completely absorbed in Ave weeks froin thB comiiieneeiiient of the palliative 

at any point in the anal circumference, there may be two 
(see fig. 85), or, very rarely, three present. 

Table of single and multiple clots in 104 cases. 

Males. Females. 

Single clot 78 ... 16 

Twoclots 7 2 

Three clots ... 1 

In shape, the swelling is either circular or oval. When the 
skin over it is tense, the colour is bluish purple, but when 
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the skin ia loose there may be do discolouration at all. When 
seen immediately after its appearance, the swelling is tense 
and cystic in character, but after the lapse of some days 
it feels like a pea or bean beneath the skin. In the latter 
condition, it is freely movable beneath the overlying skin 
and upon the subjacent tissues, and can be easily lifted up 



Pio. 85.— Showing two Circumscribed Blood Extbav 
Anal Maboin. 

Blrai'iiiiiti al deritcation. The eiihinclers were siwauiodically iwntracted. Tbe 
orth'e™™fiali™ WMtment^ ^ * ™ " veweasroiu e eommencemeii 

from the latter. When the clot is the seat of inflammation 
and impending suppuration, it becomes adherent to surround- 
ing structures. In many cases of extravasated blood clot, the 
qphinctera will be found to be hypertropliied, and, in the 
majority of them, the rectum is loaded with hardened fieces. 
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Natural Termination, 
If these local extravasations are not irritated, and consti- 
pation is prevented, the blood will be completely absorbed 
in four or five weeks, and leave no trace of its ever having 
existed. When the primary extravasation has been so exten- 
sive that the skin covering it is tightly stretched, ulceration 
occurs on the surface (this happened in six of the 104 cases), 
and the blood clot is spontaneously extruded, leaving a cavity 
which will often slowly contract and heal, but occasionally a 
blind external fistula will result. When subjected to irrita- 
tion, or when occurring in debilitated subjects, infection of 
the blood clot by pyogenic organisms is apt to take place, 
and suppuration to ensue (this happened in only one of the 
104 cases) resulting in a marginal abscess which has been 
already described (see page 64). 

Treatment. 
The majority of these blood extravasations can be com- 
pletely cured without any operative treatment, but, in 
whatever way the cure is effected, succeeding extravasations 
may take place should the cause again become effective. 
The probable reason for the extravasation should, therefore, 
be clearly explained to the patient, in order that he may avoid 
the risk of its recurrence. All cases, in which the skin over 
the extravasated blood is not tense or in w^hich inflammation 
has not already supervened, may be successfully treated in 
the following manner. An aperient, of sufficient strength 
to ensure that the bowels will be relieved at least once or 
twice daily, should be givea every night at bed-time. A 
lotion consisting of — 

Liq. Plumbi Subacetatis. 5 gg 

Spiritiis Yini Eectificati 5 j 

Glycerin i 5 gg 

Aquae Kosae 5 ^ 

should be kept constantly applied to the anal region by means 

s 
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of a piecie of lint or a pad of cotton wool, squeezed nearly dry 
and retained in position by a T-bandage. This application 
should be renewed every two hours for the first three days, 
and subsequently every four hours until absorption of the 
blood clot has taken place. Within forty-eight hours after 
the commencement of this treatment, all pain and discomfort 
will usually have disappeared and the swelling will be found 
to be much reduced in size. The patient need not be confined 
either to a bed or a couch, though he should, as much as 
possible, avoid sitting for the first few days. Under this 
treatment, the extravasated blood will be completely absorbed 
in from three to five weeks. 

Another way in which these cases may be treated, is by 
making an incision into the tumour and turning out the 
coagulum, under the influence of a local ansBsthetic. This is 
most conveniently done by introducing the left forefinger 
into the rectum, and rendering the seat of the extravasation 
prominent by compressing it between the finger and the thumb 
outside, in the same way as when operating for fissure (see fig. 
83). While the part is held in this position, the incision 
should be made through the centre of the swelling, commenc- 
ing at its outer margin along a line radiating from the anus. 
When the coagulum has been pressed out, the cavity should 
be sponged with some sublimate solution and plugged with a 
small piece of cotton wool. This plug should be allowed to 
come away of its own accord, and should not be renewed. An 
external dressing should be kept applied until the wound has 
healed. The objection to this operation is, that the part is 
painful for a week or ten days and healing of the wound is 
not completed under a fortnight. 

When operative interference has been decided upon, and 
when there is no suppuration, we think that the best method 
is to administer a general amesthetic*, and to excise an 
elliptical piece of the skin over the most prominent part of 
the swelling. 
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Method of OperatiiM/. 

The piece of skin to be removed should be about one 
quarter of an inch wide, and three-fourths of the length of 
the tumour. The excision is best effected by lifting up 
the skin from the surface of the tumour with a pair of 
dressing forceps, and removing the required piece with curved 
scissors. Through the opening thus made, the blood clot, in 
its capsule, can be readily protruded and completely removed 
with the scissors. All bleeding should now be arrested by 
pressure, and, when it has ceased (this may take twenty or 
thirty minutes), the edges of the wound should be carefully 
adjusted, without sutures, and kept in position by an external 
dressing. 

Healing will, almost invariably, be completed within 
forty-eight hours after the operation. The only objection to 
this method is that a general anaesthetic is required. Occa- 
sionally, it is not possible to raise the piece of skin required 
to be removed, in which case it should be mapped out and 
dissected off. In doing this, there is some risk of punctur- 
ing the cyst wall, and this, should it occur, will increase the 
difl&culty of enucleation. 

In those cases in which inflammatory action has begun, the 
tumour should be freely laid open by either a f-shaped or 
crucial incision, as recommended for a marginal abscess (see 
page 84). 

{h) Redundant folds of peri-anal shin. 
These cutaneous outgrowths are exaggerated peri- anal folds 
or rugae. They vary both in size and shape, being sometimes 
distinctly pedunculated, but generally sessile. In length, 
these folds measure, as a rule, from one quarter to three- 
quarters of an inch, though they may be longer. There is a 
certain quantity of connective tissue contained within the fold , 
but usually there are no distinctly dilated veins. The con- 
nective tissue is frequently the seat of inflammation, which, 

s 2 
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when it subsides, leaves more or less induration. In this 
way the soft, pliant character of the fold is more or less lost, 
so that it ultimately stands out prominently from the surface. 
In the intervals between neighbouring folds, follicular secre- 
tion collects and causes excoriation and dermatitis, which 
may spread to the whole of the peri-anal area. The lodg- 
ment of faecal matter between the folds also increases the 
irritation. 

Etiolofiy. 

The most frequent primary cause of this redundancy of 
peri-anal skin is constipation. The over- stretching of the 
skin round the anal aperture, during the passage of a large 
and hard mass of faeces, causes the normal folds or rugae to 
be slightly torn, and thus opens up the path for septic 
infection. As a result of this, the folds become inflamed and 
(edematous. When the inflammation has subsided, they do 
not contract to their former size and, in addition, lose 
some of their natural elasticity. This sequence of events is 
sometimes repeated with each subsequent constipated action 
of the bowels, and gradually leads to a marked increase in the 
size of one or more of the rugae. Consequently, the crevices 
between adjacent folds are deeper and permit of an accumula- 
tion of follicular secretion therein. This secretion decomposes 
and causes additional irritation. In all cases of constipation, 
flatus is frequently Voided and, with it, often a small quantity 
of rectal mucus. This mucus lodges between and around the 
folds and irritates them. Fa^culent matter readily lodges 
between these folds when thev have attahied a certain size, 
and thus becomes a source of irritation. Later on, the more 
or less constant irritation in the anal region from the above 
causes, makes the patient frequently rub the part in order to 
allav tiie itchini^: and discomfort. The ruhhiuiJ still further 
congests the region and tends to increase the size of the folds 
of skin. 
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Symptoms. 
If not the seat of inflammation, these folds, even when 
large, cause very little inconvenience heyond the difl&culty 
experienced in cleansing the anal region after defaecation. 
At times there may be slight itching, especially after the 
passage of flatus. When inflamed, the constant smarting, 
irritation, and swelling induced render sitting uncomfortable, 
and walking painful. When the inflammation terminates in 
suppuration, the symptoms become those of a subcutaneous 
abscess (see page 62). 

Physical Examination. 

In the earlier stages, nothing more than an exaggeration 

of one or more of the normal rugae will be observed. On 

separating adjacent folds, retained secretion or faecal matter 

will be found between them. When this is wiped away, the 

surface under it will be found to be red, glistening, and 

perhaps excoriated. Sometimes the separation of the folds 

may cause tearing at the bottom or sides of the sulcus. In 

the later stages, the folds will be found much larger and, 

when inflamed, they will be red, oedematous, and glistening. 

The surrounding skin is thickened, and sometimes inflamed 

and excoriated in places, especially in the middle line 

posteriorly and also anteriorly on one or both sides. 

Occasionally the surrounding skin is blanched, much of 

its natural pigmentation having quite disappeared. This 

blanching may also extend into the anal canal. In any stage 

of the existence of these folds, it will be frequently noticed 

that the external sphincter is hypertrophied ; that both 

sphincters and the levatores ani are irritable ; and that the 

rectum is nearly always more or less distended with firm 

faeces. 

Treatment. 

The constipation should receive careful attention. When 

there are not more than two or three folds, they should be 

removed by scissors, the point of section being about one- 
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eighth of an inch above the bottom of the sulcus. This will 
allow the sides of the wound to come together without 
causing contraction of the peri-anal skin. When the folds 
are numerous, only two or three of the more prominent 
should be removed at first, lest contraction of the anal 
aperture should result. If, after these wounds have healed, 
there is no tendency to contraction, additional folds may be 
removed, if thought expedient. In all cases, if the external 
sphincter be much hypertrophied or thickened, that muscle 
should be carefully and completely divided on one side only 
(see page 239). 

Should an operation not be adopted, the following method 
of treatment will be found useful. After thoroughly cleansing 
the region with warm water (without soap), it should be dried 
and then carefully wiped over with cotton wool which has 
been dipped in olive oil. By the use of the oil all the 
adherent secretion, as well as any ointment that may have 
been previously applied can be completely removed, and the 
subsequent remedial application can then be placed in actual 
contact with the irritated surface. As soon as the cleansing 
has been completed the following ointment should be smeared 
over the surface. 

Zinci oxidi vel Bismuthi Carbonatis 5 {{j 
Linimenti Camphorae 5 gg 

Vaselini 5 { 

Fiat unguentum 
AVe usually recommend that this ointment be used as a 
nocturnal application, and that during the day the following 
powder be applied : — 

Zinci oxidi vel Bismuthi Carbonatis 5 yj^ 

Pulv. Camphora* 5 ij 

Pulv. Amyli x 
Fiat pulvereui 
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In some instances the camphor is objectionable to the patient, 
and, if so, a corresponding quantity of starch should be added 
in the place of it. 

(c) Dilated peri-anal veins. 

The superficial veins of the anal margin, forming the com- 
munication between the superior and inferior hsemorrhoidal 
venous plexuses, occasionally become dilated, and involve the 
whole circumference of the anus. To this condition of dilated 
peri-anal veins, we consider the term external piles should be 
alone applied. During a straining effort, when the veins are 
distended with blood, there is a subcutaneous, compressible, 
and more or less uniform swelling surrounding the anal 
orifice, the skin becoming stretched but not oedematous. 
After the straining has ceased for some time, the swelling 
almost completely subsides, leaving the skin round the anus 
loose and redundant, but not thrown into distinct folds. 
There is no induration or excoriation of this redundant skin. 

Etiology, 

This condition is due to difficulty in defaecation, caused by 
hypertrophy and irritability of the sphincters. The constant 
straining thus engendered causes turgescence of these veins, 
while the spasmodic action of the sphincters impedes the 
venous return, with the result that the walls of the veins 
become over stretched and remain permanently dilated. 

Siimptoms, 
The mere dilatation of the peri-anal veins gives rise to 
little or no inconvenience, beyond the swelling and a feeling 
of fulness at the anus. Consequently the patient seldom seeks 
rv3lief solely for this condition. His chief complaint is the 
constant difficulty experienced in deffccation. Feeling that 
his bowels should be relieved, he cannot, even by persistent 
straining, void the whole of the contents of the rectum, and 
is sometimes obliged to make several attempts before obtain- 
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ing complete relief. Often he is driven to aid expulsion by 
introducing a finger into the rectum. Much soreness and 
discomfort are generally complained of after the bowels have 
acted. There is also a dull aching sensation, together with 
a feeling of fulness in the part, after an unsuccessful effort 
has been made to secure an evacuation. 

Physical Kxamination . 

When the patient is not straining but resting quietly on 
his side, the anal skin is observed to be loose and redundant 
and the anal orifice firmly closed. 

When a straining effort is made, the patient being on his 
side, the anus becomes prominent and is forced down to the 
level of, and in some instances beyond, the plane of the 
ischial tuberosities ; and then the anal skin becomes distended, 
creating a distinct fulness round the whole circumference of 
the anal margin. The anal orifice is now seen to be firmly 
contracted, and to form the apex of a cone-like prominence. 
During the straining, a small quantity of flatus and rectal 
mucus may escape, but, on account of the spasmodic action 
of the sphincters, we have never seen any solid faeces passed. 

When the finger is introduced into the rectum, the 
sphincters grip it tightly and impede its easy introduction. 
When the finger is fully inserted, the extent of the hyper- 
trophy and thickening of the sphincters can be easily 
appreciated. The rectum will be found to be dilated, and 
often filled with a large quantity of firm faeces as well as 
flatus, constituting the condition known as ballooning of the 
rectum. In w^omen, the chronic distension of the rectum 
caused by the spasmodic action of the sphincters, sometimes 
produces a rectocele, which should be looked for at the time 
of examination. 

It must be borne in mind that these external piles are 
often complicated by the presence of internal piles, which 
should in all instances be carefully looked for. Even though 
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internal piles may have attained some size and have existed 
for a considerable time, they generally afford no external 
indication of their presence, because prolapse seldom occurs 
on account of the spasmodic contraction of the sphincters 
and consequent narrowing of the anal orifice. Haemorrhage, 
occurring during the period of difficulty in defaecation, is an 
almost certain sign that internal piles are developing, and 
should be regarded as an additional indication of their 
probable presence. The recognition of the presence of 
internal piles in these cases is very important, because, after 
division of the external sphincter, the undue narrowing of the 
anal canal will have been remedied and the obstacle to their 
prolapse removed. Consequently the patient, though relieved 
of the symptoms for which he sought relief, will soon 
•experience discomfort from the protrusion of the internal 
piles, and will have to undergo a second operation, which 
could have been easily performed as a part of the first. 

Treatment, 

The only method that will permanently cure this condi- 
tion is an operation. When, from any cause, an operation 
cannot be performed, an injection of one ounce of olive oil 
(to be retained all night) will greatly facilitate defaecation. 
The motions also should be kept soft by gentle aperients and 
by attention to diet. 

Operation, 

Under the influence of a general anaesthetic, the external 
sphincter should be completely divided in the right posterior 
(E.P.) quadrant. The effect of the division of the external 
sphincter is to suspend its action, for the time being, and 
bring about absorption of the induration between the 
muscular fibres. Should an internal pile be present, it 
should be removed by ligature (see p. 290). Finally, the 
Anterior margin of the wound, made by dividing the external 
sphincter, should be treated in the following way. An 
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incision, involving nothing but the skin, should be commenced 
three-eighths of an inch in front of the wound at the muco- 
cutaneous junction. From this point, the incision should 
be carried, outwards and backwards in a slightly curved direc- 
tion, so as to end in the outer extremity of the incision through 
the external sphincter. The piece of skin thus mapped out, 
together with the corresponding piece of mucous membrane 
above it and the dilated veins under it, should be included in 
a ligature and tightly strangulated. It is not absolutely 
necessary to remove this margin of the w^ound, but as it will, 
if left, become oedematous and fall into the wound, healing 
will be considerably delayed, and, therefore, time will be 
gained by its removal. The wound should now be plugged, 
so that healin«^ by granulation may be obtained. 

When cicatrisation has taken place, it will be found that a 
motion can be easily passed without undue straining, and 
that the circum-anal veins no longer become so greatly 
distended. If, after an interval of two or three months from 
the operation, it be found that the skin of the anal margin 
is inconveniently redundant, portions of it, together with 
the subjacent veins, should be removed. 

After Treatment. 

The details of the after treatment are the same as those for 
internal piles (see page 292). 

IXTEEXAL PILES. 

By the term ** internal piles " we understand that the 
veins of the sub- mucous tissue of the lower portion of the 
rectum, usually, if not invariably, of the last two inches and 
a half, are in a varicose condition, the rootlets of each venule 
being elongated and tortuous, so as to form distinct and 
localised clusters beneath the mucous membrane, which is 
distended over them. The vein emanating from each cluster 
passes upwards in the sub-mucous tissue, and soon losing its 
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varicosity, causes no further swelling under the mucous 
membrane. From this arrangement it is clear that the 
swelling beneath the mucous membrane is more or less pear- 
shaped, the lower end of the bulbous extremity being situated 
at the muco-cutaneous junction, while the tapering end is 
directed upwards, and usually extends for about one and 
a-half inches, so that a pile is usually of corresponding 
length. 

In the right anterior quadrant, the varicose condition 
usually extends upwards for from one and a-half to two and 
a-half inches from the muco-cutaneous junction and, so far 
as our experience goes, this particular pile extends further up 
the bowel than any other associated with it in the same 
patient. In most cases of internal piles, several of these 
tumours co-exist, arranged more or less parallel to one 
another, the number varying with the duration of the 
disease. It has been said that a second ring of internal 
piles may exist at some little distance up the bowel, above 
that which we have described, forming, in such instances, 
a double ring. We have no recollection of having seen such 
a case, though we agree that the mucous membrane of the 
upper part of the lower half of the rectum may become 
so movable over the muscular coat, as to be invaginated 
into the portion of the bowel below it, and at times, 
even to be protruded at the anus. In such cases, a careful 
examination will show that the upper ring consists only of 
a reduplication of mucous membrane, with nothing more 
than normal connective tissue existing between the layers, 
there being an absence of compressible veins, such as can be 
always felt in a internal pile. Moreover, it will be noticed 
that the colour of this invaginated portion is similar to that 
of the rest of the mucous membrane of the bowel, or, when 
there is congestion of the minute vessels of this part of the 
mucous membrane, even brighter in colour. In other words, 
in an internal pile, the disease exists in the veins of the 
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submucous tissue ; whereas, in invaginated mucous membrane, 
any pathological change is in the mucous membrane itself. 
This upper ring of mucous membrane cannot, therefore, be 
described as internal piles. 

Structure of an Internal Pile, 

If an internal pile be removed and dissected, it will be 
found to consist of a central artery, a mass of dilated veins, 
and a quantity of connective tissue. The central artery is 
one of the terminal branches of the superior haemorrhoidal 
and is usually greatly increased in size, its magnitude occa- 
sionally being as great as that of the radial at the wrist. The 
veins are dilated branches of the venous tufts (see page 82), 
from which the rootlets of the superior haemorrhoidal vein 
arise and form the greater part of the bulk of the tumour. 
The dilatation does not always involve the entire circum- 
ference of the venule, as in simple varicosity, but more often 
consists of saccular bulgings at one or more points. Accord- 
ingly, the naked-eye appearance is one of a number of 
saccules* communicating with veins by minute apertures. 
Occasionally, the blood contained in a saccule coagulates, 
and the clot becoming organized is eventually transformed 
into fibrous tissue. Such coagulation and subsequent fibrous 
transformation occur when the pile is of long standing and 
has been the seat of inflammation, with the result that all 
the veins become obliterated, and the bulk of the tumour 
consists of fibrous tissue. 

The connective tissue is disposed between and around 
the veins, and is nearly always much increased (hyper- 
plasia) by the round-cell exudation resulting from the 
impeded venous return. The connective tissue elements are 
further increased by inflammation and by the organisation of 
thrombi. 



* A good example of this condition can be seen in specimen No. 2594 at the 
Museum of the Royal College of Surgeons of England. 
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Stages of Development, 

In the development of an internal pile, three well marked 
stages may be observed. 

In the first stage, the haemorrhoidal tumour is not 
protruded through the anal canal, although its presence, as a 
pile, can be readily recognised, either by digital examination 
or with a speculum. 

In the second stage, owing either to increase in bulk or 
the stretching of its attachment to the wall of the rectum, 
the pile is protruded through the anal orifice during 
defsecation, returning spontaneously into the bowel as soon as 
the expulsive effort has ceased. 

In the third stage, the increase in size and the elongation 
of its attachment, result in the pile being constantly 
protruded, unless the patient remains recumbent for some 
time. 

Position of Internal Piles in Reference to the Rectal 

Wall. 

Eeferring to the description of our method of sub-dividing 
the anal margin into fixed points for convenience of descrip- 
tion (see page 51), we find that piles may be situated in any 
of the following positions, viz. : E.A., E., E.P., P., L.P., L., 
L.A., and A. 

The E.A. pile usually stands alone, the E. and E.P. are 
very often coalesced, the P. may be distinct, the L.P. and L. 
are, as a rule, coalesced, the L.A. is sometimes coalesced 
with the L., while the P., a very rare form of pile, is almost 
constantly, in our experience, distinct. 

The number of piles met with in a given case may vary 
from one to seven. 

The Various Comhinatlons of Individual Piles ivith 

each other. 
In all patients below the age of twenty years who have 
internal piles, the E.A. pile is invariably met with, and 
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usually alone. Should other piles be present at such an age 
they will probably be the E. and R.P., or, if the case be one 
of exceptional severity, the L. or the L. and L.P. may also 
co-exist. In patients above the age of twenty years, the E.A. 
may exist either alone or with any number of others up to 
seven. When seven are met with, they take the following 
order: R.A., E. and E.P. (coalesced), L.P. and L. (coalesced), 
while the single piles, P. and L.A., remain distinct as two 
small piles wedged in between their larger neighbours. The 
A. pile is very seldom met with. When it exists, it is either 
distinct or coalesced with the L.A., or even partly attached to 
the E.A. 

Fdiology. 

There are various causes that may lead to the formation 
of internal piles, and of these the most important are : — 

Occupation. — A sedentary occupation appears to have the 
greatest influence in causing piles, both in the male and the 
female sex. Of 504 cases in males, 323 were sedentary ; while 
among 176 female patients, as many as 162 led a sedentary 
life. These 680 cases were met with in hospital practice. 

A laborious occupation, often involving great straining, 
especially when intermittent, is a potent factor in the causa- 
tion of piles. 

The following special occupations were followed by 96 of 
the 504 male patients : — 

Clerks 26 

Publicans 11 

Tailors le" Sedentary = 7(5 

Bootmakers 23 

Age. — The av« rage age coQipiled from 504 males was forty 
years, the youngest being thirteen and the oldest eighty-four. 
Of 176 females, the average age was thirty-eight years, the 
5'oungest being two and the oldest seventy-two. The follow- 
ing cable, arranged in the decades of life, shows very well 



Sailors 10 
Travellers 10 



Active =20 
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the time of life in males and females at which piles are most 
commonly met with. 

The table showing the relative frequency with which Internal 
Piles are met with in the various decades of life. 



• 




Hospital 


Cafies. 


Private Cases. 






Males. 


Vemaleii. 


Males. 


Females. 


1st 


decade 





1 








2nd 




12 


4 





1 


3rd 




72 . 


45 


8 


4 


4th 




146 


47 


20 


16 


5th 




146 


44 


23 


10 


6th 




79 


26 


21 


4 


7th 


1 > 


41 


8 


6 


2 


8th 


< 1 


8 


1 


1 


1 


9th 


>> 


1 















504 


176 


79 


38 



Sex, — In our experience, internal piles are met with three 
times more frequently in males than in females ; thus, in 797 
cases taken from hospital and private practice, 73 per centum 
were met with among males and 27 per centum among 
females. Among private patients 68 per centum were males 
and 32 per centum females, and in hospital patients 74 per 
centum were males and 26 per centum females. 

Constipation, — The greater prevalence of internal piles in 
the male sex is most probably due to the fact that men, by 
reason of their occupations, are less able to devote attention to 
daily defsBcation than women. It is obvious that a man who 
is obliged to take a long journey to his work, at an early 
hour in the morning, must often have to leave home before an 
evacuation takes place. The result is that the rectum is 
frequently converted into a temporary reservoir in which, 
the longer the faeces remain, the harder the mass becomes 
from absorption of moisture, and therefore the greater is the 
diflSculty in expulsion when an opportunity offers. The 



272 DISEASES OF THE ANUS AND RECTUM. 

increased straining required to expel such retained and 
hardened faeces, in addition to the obstruction to the venous 
blood caused by the presence of faecal masses in the rectum, 
must have considerable influence in promoting the develop- 
ment of internal piles. 

The rectum is physiologically intended to act, not as a 
reservoir, but as an expelling apparatus. In long standing 
cases of constipation, and in all cases of piles which have 
been associated with constipation, faeces are always found in 
the rectum unless the bowels have recently been completely 
relieved by an aperient or an enema. This proves that if 
the rectum be often made use of as a reservoir, it loses 
its natural intolerance of the presence of faeces, and through 
atony of its muscular coat due to hyper-distension, becomes 
less and less able to completely expel its contents. It must 
have come within the experience of many, that when the act 
of defaecation has been postponed, the volume of flatus voided 
is greatly increased during the period of retention of faeces, 
and, therefore, in addition to the venous congestion caused 
by the presence of faeces in the rectum, there is also added 
the frequent bearing down to pass flatus. 

Those who suffer from internal piles nearly always give 
a history of having had either constipation or diarrhoea. In 
this country, habitual constipation almost invariably precedes 
their appearance. We have seen a few cases which have been 
caused by diarrhoea, but this is rare in England, though in 
tropical climates diarrha^a is said to be the frequent exciting 
cause. Before luemorrhoids make their appearance, constipa- 
tion often exists for ten or twenty years, during which 
period an action of the bowels has probably taken place 
naturally only once or twice a week, with the result that the 
rectum has never been quite free from faecal accumulation. 
The faeces retained in the rectum become hard, and neces- 
sitate considerable straining before anything can be passed, 
but as the rectum is over-distended and cannot mould the 
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faBces, the anal canal has to be either greatly stretched or 
torn before the rectum can be emptied. In some subjects 
this repeated hyper-dilatation of the anal canal leads to one 
of two things — either to a fissure and subsequent hypertrophy 
of the sphincters (notably the external), or to over- stretching 
of the sphincters and diminution of their contractile power. 
When a fissure results, the constipation is for a time volun- 
tarily increased, because the patient soon discovers that 
each action of the bowels is followed by more or less pain 
or irritation, and that a day without an action is one free 
from both pain and discomfort. Accordingly, this aggravated 
constipated state and the increased difficulty in obtaining 
an evacuation have a powerful influence in the production 
of haemorrhoids. The recollection of pain is fortunately 
short-lived in the human mind, and, therefore, when a patient 
gives the history of piles he frequently ignores the period 
when pain was the predominant symptom ; while the consti- 
pation which still continues, the haemorrhage, and the pile 
itself are alone present in his mind. In support of this 
observation, we would suggest that the anal region should be 
carefully examined in every case of internal piles in the third 
stage of their development, because the cicatrix of a pre- 
existent fissure will be frequently found, the fissure having 
been permitted to heal by the almost continuous stretching 
of the sphincters produced by the constantly protruded 
internal piles. 

Parentage. — Heredity appears to have considerable in- 
fluence in the causation of internal piles in the first three 
decades of life. In such young patients, it is by no means 
unusual to find that one or both parents have been operated 
upon for piles. Under the age of twenty years, the disease 
appears nearly always to have been predisposed to by 
heredity ; and, indeed, it is our experience that in such in- 
stances a careful inquiry will nearly always elicit the history 
of the prevalence of piles in other members of the family. 
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Pregnancy frequently operates as a causative factor of 
internal piles. A reference to the table on page 271 will show 
that they are more prevalent among women during the child- 
bearing period, than either before or after it. It has occasion- 
ally come under our notice that patients, advanced in life and 
suffering from constipation and pruritus ani, have stated that 
at the time when they were bearing children they had suffered 
from internal hsemorrhoids, though at our examination there 
was no evidence, beyond the constipation, that they had 
suffered from them. This fact should be borne in mind in 
making a prognosis upon a case of haemorrhoids, seen either 
during a pregnancy or soon after it. Any abdominal disten- 
sion, causing much downward pressure,will have a similar 
effect in producing temporary piles ; so that when we see a 
patient, during or soon after pregnancy, suffering from internal 
piles we usually, unless these are constantly prolapsed, advise 
her to postpone any operative treatment until after the child- 
bearing period, when, in many instances, the need for an 
operation will have completely disappeared. 

Disease of Pelvic Viscera. — Affections of the bladder and 
urethra, such as enlarged prostate and stricture, by reason 
of the straining during micturition, lead to engorgement 
of the hsemorrhoidal viens. Prostatic enlargement accounts, 
we think, for piles being frequently met with in males above 
the age of fifty years, especially if they did not begin to 
make their appearance before that age. 

Symptoms. 

The symptoms of internal piles are haemorrhage, pain, 
protrusion, and discharge of mucus. In the majority of cases, 
bleeding is the first symptom observed by the patient. 

Hcemorrhage. • 

Haemorrhage occurs primarily only when the bowels are 
relieved, and may vary in quantity from a few drops to a 



INTERNAL PILES. 275 

considerable loss of blood. In cases of slight bleeding, the 
motion passed may be found to be streaked with blood, or the 
material used in cleansing the anus may be smeared with 
it. The quantity lost depends in a great measure upon 
the consistence of the excrement, scybala causing far more 
haemorrhage than softer faeces, while a liquid motion may be 
passed without any loss of blood. The above is the condition 
of things met with in cases in which haemorrhoids do not 
descend outside the rectum, that is to say, in the first stage of 
their existence. In the second stage of haemorrhoidal develop- 
ment, i.e., when the piles protrude from the anus at each act 
of defaecation, but spontaneously return into the rectum, the 
haemorrhage may be profuse, especially when the faeces are 
scybalous, necessitating the patient straining very much to 
complete the action of the bowels, and thereby forcing the 
piles down in front of the mass to be voided. It is in this, 
the second stage, that, in our experience, the most severe 
haemorrhage from piles is observed. The reason for this, we 
think, is that the rectal mucous membrane, still retaining 
much of its natural delicate structure, is easily torn through 
by the straining or is abraded by the scybala. In such cases, 
or, indeed, in any case of haemorrhage from piles in which the 
loss of blood does not cease either immediately or very soon 
after they have been returned into the rectum, careful 
search should be made to ascertain whether the haemorrhage 
is coming from a single point on the surface of one of them. 
We have, on several occasions, observed this to be the case in 
severe and continued bleeding. In this connexion, we may 
observe that, from a clinical point of view, haemorrhage may 
take place from prolapsed piles in two distinct ways, which 
can be observed by watching the result when the patient is 
requested to strain down forcibly. In the ^majority of cases, 
the blood will be found to gently ooze from the surface of one 
or more piles as long as they are protruded, the constricting 
influence of the sphincters impeding venous return. This 

T 2 
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form of bleeding ceases almost immediately after the piles 
have been returned into the rectum, the haBmorrhage returning 
with the next protrusion of the piles. In other instances, the 
bleeding will be found to take place from a spot on the 
surface of one of the piles, flowing in a small continuous 
stream, the trajectory of which may measure from three to 
nine inches in length. This form of bleeding may not, for 
some time, be arrested by merely returning the pile into the 
rectum. The vessel may continue to bleed into the rectal 
cavity. This circumstance explains the clinical fact that some- 
times, after a good action of the bowels, a patient suffering 
from haemorrhoids complains that the desire for defaecation 
recurs in the course of a period varying from a few minutes 
to half an hour, and finds that the second action consists 
chiefly, if not entirely, of pure blood. These patients are 
usually very pale and thin. 

In the third stage of haemorrhoidal formation—/.^., when 
the piles do not spontaneously return into the rectum but 
require manual reduction, the prolapse again taking place on 
plight exertion, such as standing or walking, as well as with 
every act of defaecation — bleeding is the exception, a discharge 
of rectal mucus taking its place. When the surfaces of these 
piles are examined, the mucous membrane will be found to 
have undergone considerable structural change at its lower 
part, the epithelial covering being greatly thickened, so as 
closely to resemble epidermis. This altered mucous mem- 
brane is very much paler in colour than the normal, and, 
when dried, its surface does not readily become moist again. 
Moreover, gently rubbing the surface will not always cause 
bleeding, as would happen in the case of a pile covered with 
normal mucous membrane. Microscopically the epithelium 
of the altered mucous membrane is seen to have become 
metamorphosed, the single layer of columnar cells having 
been changed into several layers of stratified epithelium 
(see fig. 86). 



INTERNAL PILES. 277 

Pain. 

Pain is a frequent accompaniment of piles, and is generally 

of the referred character, being situated over the dorsal 

aspect of the sacrum, or in the lower lumbar region. As 

such it may exist whether the piles are prolapsed or not. 
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Local pain is present when they are prolapsed, and is then of 
a throbbing character, ceasing almost immediately after re- 
duction, if no other disease, such as fissure, ulcer, fistula, or 
malignant growth, complicates the case. When complicated 
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by other disease, local pain ie present both when the piles are 
prolapsed, and also for some time after they have been 
reduced. When of an intermittent character, it will be 
found that either a fissure or an ulcer coexints ; but when the 
pain ie of a continuous or bearing-down nature, a malignant 
growth may be suspected, and should be carefully sought for 
by carrying the digital exploration as high up the bowel as 
possible, in order not only to examine the rectum, but also to 
ascertain the condition of adjacent pelvic viscera. 

Protrusion. 
Protrusion of an internal pile through the anus does not 
occur during the first stage, although it may be the first 



Fig. 87.- Showing the K.A. intesnai, p 



symptom observed by the patient. When protrusion actually 
takes place, the second stage may be said to have been 
reached, and from that time the symptom becomes more and 
more pronounced until the third stage is arrived at, when the 
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piles invariably protrude during defcecation, active exercise, 
or prolonged standing. The R.A. pile is uaaally the first to 
protrude (see fig. 87), and may always be observed in a ease 
of protrusion unless it has previously been removed by 
operation, or haa sloughed away as the result of spontaneous 
strangulation. The protrusion next affects the R.P. or the 
L.P. pile (see fig. 89). During the second stage of internal 



Tie. 88.— SlIOWINU THE R.P. INTEENiL PILE PEOTEUDKD. 
The B.A. intBTnal pile is absent. There is n iNHyi»id Krowth attaeliod to tlie H.P. 

piles, the protrusion is reduced spontaneously and, therefore, 
causes little inconvenience unless it becomes strangulated 
by the spasmodic action of the sphincters when, if not 
arti&cially reduced, it will become gangrenous and either 
partially or completely slough. During the third stage, on 
account of the relaxed condition of the sphincters, the pro- 
trusion is almost continuous so long as the patient is not 
recumbent. 
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Diai-hargi: of Mucus. 
This symptom of piles is met with chiefly in their third 
stage. Owing to the piles being almost continuously pro- 
truded during the day time, the sphincters become relaxed 
and allow mucus to escape from the bowel. The quantity 



Flu. 89.— SSOWIHO UOTH THB U.A. IHD THE R.P. ItrreftNAL PILBB 



of mucus discharged, in these eases, is much in excess of 
the normal secretion, as during the digital examination of 
a healthy rectum no appreciable quantity can usually be 
detected, nor can much be e.\pelled when the patient strains 
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down. This increase ot the secretion, during the third 
Btage of haemorrhoidB, is no doubt due to reflex hypei- 
beeretion consequent upon the irritation and congestion of 
their mucous coat when protruded. In support of this view 
we have on many occasions observed that the copious <lis- 



I'lG. PO.— Showing the ikobma of tee pbbi-anal skin in a cabe of 

STUANaiTLATBD INTEBNAL PILR8. 

Id IhlB caw, me aiilsiniii' belweon Che (CdematouH lolds of poi-i-aiml akiu aru wull 

shown, that on Ihe riulil Bide beine especially iroll marked. The U A., the H.l'. 

and the L. folds are clearly deHried. Tlie ll.A. and the RP. iiilerr.al piles 

can also be distinctly wtn. bnt the L. Internal |nlv In not xntHi^ently rrotciidrd 

charge of mueua entirely ceased soon after the piles had 
been removed. When this hyper-secretion exists, the dis- 
«omfort caused to the patient by the underclothing adhering 
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to the anus is very great, and frequently is the chief object for 
which he seeks reUef. The prolapsed piles themselves cause 
little or no inconvenience, except, perhaps, that they interfere 
with the cleansing of the part after defaecation, and some- 
times diminish the power of walking. In some instances, 
as a result of the constant escape of rectal mucus, the peri- 
anal skin becomes much irritated. This condition also 
disappears within a few weeks after the removal of the 
piles. 

Physical Examination, 

When examining a patient for internal piles, attention 
should first be paid to such morbid signs as can be seen 
externally, then the condition of the sphincters should be 
inquired into, and, finally, a thorough exploration of the 
rectum and neighbouring pelvi- viscera should be made. 

Anal Inspection. 

In cases of internal piles, one or more folds of skin, soft, 
elastic, and sessile, are nearly always met with round the 
anal margin, the fold situated in the K.A. quadrant of the 
anus being most constant. Such folds, owing to their 
elasticity, if lifted from the surface of the external sphincter 
between the finger and thumb, return to their original size 
and shape when the traction upon them has been removed. 
The extent to which such folds can be enlarged is well 
illustrated in a case of strangulated internal piles of about 
twenty-four hours duration (see fig. 90). This oedema is due 
to the obstructed venous return, and not to inflammation. 
On separating the buttocks and requesting the patient ta 
strain down, the anus is forced below its natural position, the 
sphincters relax, and the piles, when they have reached the 
second and third stages of their development, come into view. 
In women, the E.A., the L.A. and the A. internal piles, if 
developed, may be easily protruded through the anus by 
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inserting the index finger into the vagina and pressing upon 
the part of its posterior wall (see fig. 91), 



Fio. 91.— Showimg the A. internal pilb peotrobbd bt the aid of 

soMoui daveloiwd. 

In a few cases, the anus will he forced outwards beyond the 
level of the ischial tuberosities, the anal region becoming 
cone-shaped prior to the dilatation of the anal orifice, which 
forms the apex of the cone. In such a case, the sphincters 
(notably the external), will be found much hypertrophied 
and more or less rigid, thus preventing the natural expan- 
sion of the anal orifice. The piles are not, under these 
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circumstances, readily protruded, parts only of one or two 
of them being visible after much straining. 

Condition of the Sphincters. 

In long-standing cases of piles, especially when in the 
third stage of their existence and in those without any 
previous history of a fissure or an ulcer, the sphincters 
do not close spasmodically under the stimulus af digital 
examination, and, in fact, do not appear to possess the normal 
standard of contractile power. 

When hsemorrhoids are complicated by a fissure or an 
ulcer of the rectum, any attempt at making a digital examin- 
ation immediately excites spasmodic contraction of the 
sphincters, and renders the examination extremely painful to 
the patient. 

In those cases in which a fissure or an ulcer has previously 
existed, but at the time of examination is found to be soundly 
cicatrised, the exploring finger, when introduced to its full 
extent, may meet with so much resistance from the thickened 
and hypertrophied external sphincter that it will completely 
fill or even stretch the anal canal. With this condition of the 
external sphincter, the piles are not prolapsed, though they 
may bleed freely with each action of the bowels. 

The Examination of the Heetum. 

On introducing the finger into the rectum in the usual 
manner, no haemorrhoid will be felt, the mucous membrane 
being equally soft and movable in all directions, as far upwards 
as the finger can reach. If now the finger be partly withdrawn, 
so that only the terminal phalanx remains in the bowel, 
and if this be swept from side to side, maintaining gentle 
pressure upon the rectal wall, the existence of the piles may 
be readily appreciated as redundancies of the inner coat of 
the rectum. The K A. pile is most easily recognised because 
it extends further up the rectum, and is usually more 
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developed than the rest. The E. and the L. piles can also 
be made out in the later, but not in the early, stage of their 
formation. 

So far as our experience goes, piles cannot with certainty 
be detected by the finger in any other way than in the manner 
above described. If the finger be now re-introduced to its full 
extent, some faeces will always be found in the rectum, unless 
the bowels have been recently emptied by a very eflScient 
saline aperient or an enema. In fact, the usual condition of 
the cavity of the rectum, in cases of haemorrhoids, appears to 
be that of partial distension with faeces. In order to establish 
this fact, we have examined several patients within an hour or 
so after a natural evacuation of the bowels had taken place, and 
have invariably found faeces in the rectum, the lower portion 
of the bowel being found free from faecal accumulation, while 
the upper part was considerably distended, showing that the 
ordinary act of defaecation simply served to get rid of the over- 
flow from the faecal reservoir. This habitual presence of faeces 
in the rectum must have considerable influence in producing 
varicosity of the haemorrhoidal veins. 

Treatme7it. 

The treatment of internal piles may be either 'palliative 
or operative. 

Palliative treatment. 

This treatment should always be tried in the early stage 
of haemorrhoidal disease — certainly in all cases in which the 
piles are never protruded ; and also in the second stage when 
protrusion takes place only at the time of defaecation, and the 
piles return into the rectum, of their own accord, directly the 
act has been completed. In both these stages of haemor- 
rhoidal formation, haemorrhage is the chief symptom for 
which patients seek advice, although constipation, in this 
country, at any rate, is almost invariably present. Should 
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the case be complicated by stricture of the urethra, prostatic 
enlargement, vesical calculus, or neoplasm, these condi- 
tions must be attended to as the first step in the treatment of 
the piles. It is not uncommonly found that they are caused 
or aggravated by those conditions, and, therefore, they may 
be relieved or even cured by the alleviation of the exciting 
cause, and thus render an operation quite unnecessary. In 
women, also, it should be borne in mind, that piles are not 
infrequently produced or, at any rate, aggravated during the 
later stages of gestation, and also during parturition. If 
such cases are watched and treated with mild aperients and 
the nightly injection of olive oil, it will be frequently found 
that the hsemorrhoids either completely disappear or become 
so far relieved that no surgical treatment whatever is 
desirable. 

Constipation should receive the first consideration, and at 
least one daily evacuation should be ensured. 

Hcemorrhage is most efficiently relieved by the adminis- 
tration of preparations of iron, the sulphate being, perhaps, 
most satisfactory. This should be prescribed in doses of 
(gr. i.-iii.), combined with sulphate of magnesia (gr. xx.-xL), 
to be taken three times during the day. When the haemor- 
rhage takes the form of a general oozing from the surface of 
the piles, the following preparations may be used for local 
application, viz.: Perchloride of iron, nitric acid, hazeline, or 
carbolic acid. When the haemorrhage is seen to take place 
from a single spot upon the surface of one of the piles, 
the bleeding point should be ligatured just in the same 
manner as one would apply a ligature to an artery. The 
ligature then should be cut short and the pile returned into 
the rectum. An anaesthetic need not be given for this little 
operation. All that is necessary for the after treatment is 
to keep the bowels confined for about ninety-six hours, at 
the end of which period they should be freely relieved by 
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aperients, so that a full evacuation is obtained then and every 
twenty-four hours afterwards. 

Applications of a lubricant nature, such, for instance, as 
the injection of one ounce of olive oil at night and its reten- 
tion until the following morning, are extremely useful in 
preventing haemorrhage, because by thus softening the faeces 
and preventing the cohesion of scybala, engorgement of the 
haemorrhoidal veins is avoided, and the surface of the piles 
is not abraded by the passage of hard motion during defseca- 
tion. An ointment of sub-chloride of mercury or suppositories 
of cacao butter, when passed into the rectum immediately 
after defsecation, are especially beneficial as their use ensures 
the complete reduction of any prolapsed pile above the grip 
of the external sphincter. Continuance of the haemorrhage is 
thus avoided by preventing the prolapsed pile from remaining 
within the constricting influence of the external sphincter. 

Pain. — Lead lotion (see page 257) is useful when there 
is much throbbing sensation in the piles, or when the folds 
of the skin of the anus are swollen, and it should be kept 
continuously applied to the anus for a week or more. 

The Diet should be arranged by eliminating from it all 
substances which tend to constipate the patient's bowels. 
Rice, or any of the various preparations derived from it, 
should always be avoided. Alcohol in any form, we are of 
opinion, should not be ordered in cases of piles ; and if a 
patient be in the habit of taking it habitually he should be 
directed to discontinue its use, as we have observed that 
progress is much more satisfactory without the aid of 
stimulants than with them. 

Operative Treatment. 

Various methods for the operative cure of haemorrhoids 
have been from time to time adopted, among which the 
following may be mentioned, viz. :-t- 

(a) The application of nitric acid. 
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(b) Transjixion by needles and suhsequent ligature. 

(c) Operation by clamp and cautery {Henry Smith's opera- 

tion) . 

(d) Operation by clamping and removing with a fine saw 

{Gowlland's operation), 

(e) Operation by crushing {Pollock's operation). 

(f) Injection of carbolic acid, hazeline, dc, 

(g) Operation by ligature {Salmon's operation). 

(h) Operation by excision of the pile-bearing area and 
suturing the rectal mucous memlrrane to the skin 
( Whitehead's operation). 

Choice of Operation . 
We always make use of the ligature^ and have no 
hesitation in urging other surgeons to adopt it as the best 
operation for all cases of internal piles. Our reasons for so 
doing are that the pile and only the pile need be removed 
by it ; that the quantity of blood lost during the operation is 
very small, a most important consideration for the patient 
who may be anaemic from previous loss of blood ; that when 
the ligature has been properly applied there is absolutely no 
risk of haemorrhage ; that the time required for its applica- 
tion, even in a severe case, is short — as a rule but a few 
minutes ; that the convalesence is short — on an average 
from seventeen days to three wrecks ; and that the operation 
is not followed by recurrence, if all the piles present are 
completely removed in a patient above 40 years of age. 
When the patient is under 40 years, all the piles may 
not have developed, so that later on in life a second opera- 
tion may be required for the removal of piles matured in 
the interval. 

()peratio)i hy ligature (Salmon's operatio)i) as modified by 
the late Mr. P, Y. Gowlland, and also by Mr. Goodsall. 

Preparation of the Patient. — The bowels should be freely 
relieved on each of the three days prior to the operation 
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by aperients given every twenty-four hours, and also by the 
administration of a copious enema of warm water (2-3 pints) 
about three or four hours before the time appointed for the 
operation. As one of the results of the enema, the piles will 
be forced down outside the anus, but should be immediately 
returned into the rectum after the bowels have ceased to act. 
The patient should be instructed to void urine, and also to 
get the bowels finally relieved a few minutes before the time 
fixed for the operation. After this final action of the bowels 
the piles, if prolapsed, should not be returned. The advan- 
tage of this last action of the bowels is that the rectum 
as well as the bladder is quite emptied immediately before 
the operation. When the time appointed for the operation 
is before noon, no food should be allowed later than 10 p.m. 
on the previous evening. In the event of the hour of opera- 
tion being after mid-day, no food, liquid or solid, should be 
given during the previous six hours. Those patients who 
are in the habit of taking alcohol in any form should be 
advised, especially if they are accustomed to take it freely, 
to discontinue its use for at least a week before the operation, 
as by doing so they will take the anaesthetic much more 
satisfactorily. 

Instruments and ligatures required. — Salmon's scissors and 
pile hooks, a pair of dissecting forceps, two pairs of pressure 
forceps, one pair of fenestrated artery forceps, a round probe 
and silk ligatures (No. 16 plaited silk cut into lengths of 
eighteen inches for ligaturing the piles, and No. 6 plaited 
silk in ordinary lengths for securing small vessels). 

Position of the Patient and of the Operator, — The patient 
should be placed in the right lateral and semi-prone position, 
with the right arm and hand well behind the back, and the 
left thigh flexed upon the abdomen (see fig. 20). The anal 
region should then be exposed to the best light obtainable. 
The assistant should stand above the patient's nates, using 
his right hand to raise the left buttock and leaving his left 
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hand free. The surgeon stands below the nates, facing the 
anal region, which should be on a level with his chest. 

Method of Operating. 

Estimation of Eeduudant Skin, — When the patient has 
been fully anaesthetised, it is necessary to decide how much 
of the skin of the anus is redundant. As a rule, there are 
folds of redundant skin corresponding to the R.A., the R.P. 
and the L. or L.P. internal piles (see fig. 89). 

Stretching the Sphincters and the estimation of their 
elasticity. — Both index fingers should be introduced into the 
rectum, and the sphincters moderately stretched with those 
two fingers only. Should the external sphincter be found to 
be too rigid and thickened to readily yield, it should be 
completely divided in the E.P. quadrant. When the piles 
are protruded, the condition of the external sphincter should 
still be ascertained, and if rigid and thickened, the muscle 
should be divided. 

The order in which Internal Piles should he ligatured. — 
They should be ligatured in the following order : the R.A. 
pile should be included in the first ligature ; the E. and the 
R.P. piles (usually coalesced) in the second ligature; the L., 
or the L.P. and L. coalesced, in the third ligature ; the P. 
in the fourth ligature ; and the L.A., the A., or the L.A. and 
A. coalesced, in the fifth and last ligature. By applying the 
ligatures in this manner, we have not found it necessary, in 
any case to make use of more than five ligatures for strangu- 
lating the internal piles. In the majority of cases three 
suffice. In some instances, it may be found that the R.A. 
pile is not present, its absence being due either to its having 
sloughed in consequence of previous strangulation, or to its 
having been removed by operation at a time when it was 
the only pile sufficiently developed to require attention. In 
other cases too, the L.A., the A., or the P. piles are not 
developed. A word is necessary in regard to the L.A. pile. 
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which is very often small, and unless specially looked for, 
may escape observation and later on require removal. 

The application of the Ligatures, — Each pile should be 
hooked, drawn out of the rectum and lifted upwards when 
on the right, and carried downwards when on the left side. 
An incision, from an eighth to a quarter of an inch in 
depth, should then be made, with a pair of Salmon's pile 
scissors, at the muco-cutaneous junction of the pile. This 
incision should involve the whole of the muco-cutaneous 
border of the pile. The assistant then takes the handle of 
the pile hook from the surgeon, and as soon as the middle 
part of the ligature has been placed in the incision by 
the latter, the assistant should draw out and depress the 
handle of the Salmon's hook when the pile is on the right 
side, or draw out and raise the handle when the pile is 
on the left side of the rectum. As the E.A. pile usually 
extends higher than any other pile met with in the same 
case, it should be ligatured first. The ligature should be 
carried as far as possible above the hook in the pile, and 
should then be tied tightly [it cannot he tied too tightly) so 
that the included tissue may be lifted off the muscular coat 
of the rectum and completely strangulated. 

2'he restoration of the Lumen of the Anal Canal, — When 
more than two internal piles have been ligatured, the left 
forefinger should be introduced to its full length into the 
rectum, because it may be found that the lumen of the anal 
canal has been nearly obliterated. The introduction of the 
finger will be facilitated by turning it backwards and forwards 
on its axis, at the same time that it is slowly pressed onward 
into the rectum. Should the passage be found contracted, 
the digital dilatation will prevent any permanent contraction 
remaining after the wounds have healed. 

Removal of the lower part of the Ligatured Piles and the 
completion of the operation. — After the finger has been with- 
drawn, the lower part of each pile may be removed, care being 

u 2 
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taken to leave a ^fl&cient length of stump for the constricting 
ligature to retain its hold. The remaining portions of the 
piles should now be returned into the rectum. Then the 
folds of redundant skin should be removed by simply snipping 
them off with Salmon's scissors. Not more skin than is clearly 
redundant should be removed. The removal of each fold is 
followed by free general bleeding from the surface of the wound. 
This haemorrhage is easily arrested by taking up, with a pair 
of fenestrated artery forceps, the centre of the bleeding sur- 
face and applying a ligature to it. The ends of these ligatures 
should be left about a quarter of an inch long. When all the 
haemorrhage has been arrested, a small piece of cotton wool, 
wetted with a twenty per centum solution of hydrochlorate of 
cocaine or a ten per centum solution of eucaine, should be 
carefully introduced into the anal canal for about one inch 
and-a-half, and left there. The ligatures on the piles should 
now be cut off on a level with the anus, and a pad of cotton 
wool, wrung out with sublimate solution (1 — 500), placed 
outside the pledget of cotton wool wetted with cocaine or 
eucaine and the whole kept in situ with a T bandage. 

A farther modification of Salmon's Operation. 

We have recently further modified Salmon's operation by 
making the incision for the ligature at the outer margin of 
the fold of redundant skin which corresponds to the internal 
pile to be removed, instead of making it at the muco- 
cutaneous junction. The incision is made through the skin 
only and is U-shaped, the ends of the U being in the muco- 
cutaneous junction on each side of the internal pile to be 
removed. The ligature when thus applied includes both the 
internal pile and its corresponding fold of skin. The advan- 
tages of this modification are that one ligature answers for 
b th the skin and the internal pile, that often it is not 
necessary to remove any skin subsequently to the operation, 
and that the operation is much shorter. After the ligatures 
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have been applied as tightly as possible the left index finger 
is passed for its full 1 ength into the rectum, and then with- 
drawn. The ligatures are now cut short and then the internal 
piles together with the folds of redundant skin are passed 
into the anal canal and retained there with a pledget of cotton 
wool wetted with the solution of cocaine or eucaine, the whole 
being kept in situ with a pad wetted with the sublimate 
solution and a T bandage. 

. This further modification of Salmon's operation greatly 
reduces the risk of recurrent haemorrhage, 

After Treatmpnt. 

As soon as possible after the operation, half a drachm of 
liq. opii sed. should be given, and a catechu and opium 
mixture (see page 153) should be administered every four 
hours for the first sixteen, and every eight hours during 
the succeeding forty-eight. The part should be dressed for 
the first time about twenty-four hours after the operation, 
when all dressings, except the pledget of cotton wool in the 
rectum, should be removed. The anal region should be care- 
fully sponged with a sublimate solution (1 — 500), and a pad 
of cotton wool, wrung out in the same solution, should be 
placed on the wounded surface and covered by a pad of dry 
cotton wool and a T bandage. This dressing should be re- 
peated every night and morning until the wounds are healed. 
On the fourth day after the operation, the piece of cotton wool 
in the anal canal should be removed by twisting it gently on 
its axis as it is being withdrawn. After the plug has been 
removed, the patient is able to pass flatus more easily. On 
the fifth day, or about ninety-six hours after the operation, 
the bowels should be freely relieved either by an aperient, 
or by an enema of three pints of warm water. Should the 
injected water fail to thoroughly relieve the bowels, it should 
be immediately repeated. There is always an accumulation 
of faeces in the colon, in these cases, after the bowels have 
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been confined for ninety-six hours, and it is most necessary 
that this should be got rid of at the first rehef of the bowels 
after the operation. It is sometimes, but not often necessary 
to repeat the enema more than once ; when required it should 
be repeated. If faeces be allowed to accumulate in the rectum 
at this stage of the after treatment, impaction is likely to 
ensue in the course of a few days. After having obtained 
a satisfactory preliminary action of the bow^els, they should 
be freely relieved once daily until healing has completely 
taken place. The patient should remain in bed for the first 
fourteen or fifteen days after the operation. The healing of 
both external and internal w^ounds in healthy patients takes 
from seventeen days to three weeks. 

Separation of Ligatures, — The ligatures used for tying the 
piles, if applied sufficiently tightly to completely strangulate 
the included tissue, usually come away spontaneously in 
from eight to twelve days. They should on no account be 
forciby removed. When the ligatures have not been tied 
sufficiently tightly, and have thereby failed to completely 
strangulate the included tissue, a longer time will be required 
for their separation ; and when they come aw^ay, a digital 
examination will often show that a non-strangulated piece 
of I issue remains as a polypoid excrescence, from a quarter to 
half an inch long, and from one to three-eights of an 
inch wide. In this manner polypoid excrescences are left in 
the place of the piles, and may subsequently cause consider- 
able discomfort. When found to exist, they should be 
removed by applying a ligature to their base, care being 
taken that it is tied tightly enough to completely strangulate 
the included tissue. The ligatures applied to vessels in the 
wounds made by the removal of the redundant folds of skin, 
usually separate within a week, when they have been tied 
sufficiently tightly. If their separation has not been eflFected 
by the eighth day, they should be removed, by gentle traction 
on the ends, as, if left, they are apt to become partially 
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imbedded in the granulations and thus retard the healing 
process. We have seen one case in which these ligatures 
remained imbedded for two months, but the non-closure of 
the wound was attributed to the patient's constitutional defects 
and not to the retained ligatures. 

The Diet after the Oj)eration. 
During the sixteen hours succeeding the operation no 
food should be given, a little water (not more than one pint) 
being allowed during that period. Afterwards one pint of 
milk and one pint of beef tea, with bread and butter and 
water ad libitum may be given during each twenty-four 
hours until the bowels have acted freely, and, as soon as this 
occurs ordinary diet may be resumed, provided the general 
health is satisfactory. 

GompHcationH after the Operation and their 

Treatment, 

These may be divided into ya) the immediate, or those 
that supervene during the first twenty-four hours, and [h) the 
remote, or those that manifest themselves after that period. 

(a.) The Immediate Complications. 
These are : hcemoiirhage ; diarrhoea ; and retention of urine. 
Haemorrhage may recur from cutaneous vessels divided 
when the redundant folds of skin were removed. This is 
always arterial, and may soak through the dressings. When 
it occurs the dressings should be removed, and the bleeding 
vessel secured by a pair of fenestrated forceps and then 
ligatured. 

Haemorrhage into the rectum, from defective ligation of 
an internal pile, first manifests itself by pallor and faintness, 
with perhaps cramps in the lower extremities and sweating. 
Colicky pain in the abdomen and a desire to evacuate the 
contents of the rectum ensue, but there may be no external 
evidence of bleeding having taken place, as the dressings may 
remain unstained. This last circumstance may lead the nurse, 
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or even the surgeon, to think that the symptoms presented are 
not due to haemorrhage. In these cases, the dressings should 
be removed, and the patient should afterwards be requested to 
strain down. When haemorrhage has taken place, a sudden 
gush of dark-coloured blood, with clots, will follow, occasionally 
in a very considerable quantity. As patients have bled to 
death from this form of haemorrhage, it is necessary that 
it should be arrested as speedily as possible. If the 
patient's condition permit, an attempt should be made to 
secure the bleeding vessel. This procedure, however, may 
be one of considerable difl&culty, because, as these cases are 
usually met with from eight to twelve hours after the opera- 
tion, artificial light has generally to be used. The part is 
then swollen and tender, and the bleeding vessel has in all 
probability been retracted to a considerable height up the 
rectum, and the services of an anaesthetist may not be at 
hand. For these reasons, it has been found far more desirable 
to pass a small vaginal speculum or a vulcanite rectal tube 
into the rectum for three or four inches, and to pack strips of 
gauze, or cotton wool, between the speculum or tube and the 
rectal wall. The pressure thus made upon the bleeding vessel 
is quite sufl&cient to stop further haemorrhage. We have never 
found this method fail.* Another advantage of the tube, 
beyond its facility of use, is that the rectum and colon cannot 
be distended with flatus while it is in position ; and, therefore, 
the rectum is enabled to contract upon the tube and so exert 
additional pressure upon the bleeding vessel. Moreover, if 
any blood clots still remain in the rectum, they can be washed 
out through the tube by irrigation with hot water. The tube 
should not be removed for forty-eight hours, after which it 
may be left out. 

Diarrhwu, when met with soon after the operation, is in the 
majority of cases, due to an incomplete emptying of the colon 

• We believe that the late Mr. P. Y. Gowlland was the first to treat haemorrhage from 

the rectum in this manner. 
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prior to the operation. Either the aperient was administered 
too late to act thoroughly before the operation, or it was not 
sufl&ciently powerful to produce a complete evacuation of the 
colon. Although this complication of diarrhoea is in every 
way undesirable, it appears to exert no deleterious influence 
upon the healing of the wounds, unless it is due to ulceration 
or malignant disease. Two other causes of diarrhoea at this 
stage may be mentioned, viz. : — -pre-existing ulceration of the 
rectum or colon ; or malignant growth in those parts. 

Should an action of the bowels take place soon after the 
operation has been completed, all the external dressings 
should be changed, and the part gently cleansed. On no 
account should the pledget of cotton wool in the rectum be 
removed. Considerable pain would be experienced if it were 
removed, and also during and after its re-introduction. 

Retention of C7nne.— This complication can, almost in- 
variably, be prevented by insisting on the bladder being 
emptied immediately before the operation, by limiting as 
much as possible the quantity of fluid taken during the first 
sixteen or twenty-four hours after it, and by not permitting 
any attempt to pass urine during the first twenty-four hours. 
Eeflex irritation may induce a desire to micturate within an 
hour or so after the operation, but should an attempt to void 
urine at this time be made, it will alinost invariably fail, and 
the vesical irritability will thus be considerably aggravated. 
This inclination should be resisted and then the irritability of 
the bladder will soon pass oflF. When the first attempt to 
micturate is made, the T bandage should be removed in order 
that the urethra may not be compressed by it. It is not 
necessary to insist upon the urine being passed in the recum- 
bent position, because it is much more readily voided in the 
ordinary way. If, at this stage of the after treatment, the 
urine cannot be passed naturally, the wound should be 
dressed and the attempt at micturition postponed for two or 
three hours, when, in all probability, the difl&culty experi- 
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enced will have disappeared. Should the second attempt 
fail (it seldom does), the penis should be bathed with water 
as hot as can be borne ; or a warm sitz-bath may be ordered. 

If these directions be observed, retention of urine, necessi- 
tating catheterization, will rarely be met with after operations 
upon the rectum. It should be borne in mind that when a 
catheter is used for relieving retention after an operation upon 
the rectum, catheterization will in most cases, almost invariably 
in women, have to be continued perhaps for several days 
before natural micturition is re-established ; whereas if urine 
is voided in a natural manner primarily, there will be no 
difficulty in this respect, unless impaction of faeces is subse- 
quently allowed to take place. It is agreed that the more 
frequently a catheter is introduced into the bladder, the 
greater is the possibility of the supervention of cystitis. 

{b) The Remote Complications, 

These are cedemaUms folds of skin ; impaction of fceces ; 
ci/stitis ; delii'iuin tremens; tetanus; abscess ; fistula ; narrow- 
ing of the rectal passage ; stricture of the anus ; ulceration of 
the lower part of the rectum ; fibrous stricture ; pycema ; and 
peritonitis. 

(Edematous folds of skin usually make their appearance 
with the first action of the bowels, and are certainly aggra- 
vated, both by subsequent incomplete evacuation and by 
faecal impaction. They are met with in almost every case of 
internal piles after operation, their extent varying with the 
difficulty experienced in emptying the rectum during the first 
act of defaecation. On the eighth or ninth day, the oedema 
begiijs to subside and, at the thirteenth or fourteenth day, 
will have disappeared sufficiently to permit of an estimate 
being formed of the extent of the permanent redundancy of 
skin. At this time, not earlier, in the after treatment, such 
folds as are clearly redundant should be snipped oflF with 
a pair of Salmon's scissors, under the influence of local 
anaesthesia. It is far better to leave behind too much skin 
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than to take away even one fold too much. Should these 
folds of skin be removed before the oedema has had time to 
subside, there is the serious risk of removing more tissue 
than is necessary. 

It must be borne in mind that a very tight anal stricture 
is sometimes caused by the too free removal of oedematous 
folds of skin, and we, therefore, urge that the greatest care be 
taken not to remove too much. It is much better to leave 
such folds as are doubtfully redundant. No vessels need be 
ligatured at this operation, though, for a few minutes after 
removal, there may be free haemorrhage from the wounds. 
After the bleeding has ceased a pad of cotton wool wrung 
out of a sublimate solution (1 — 500) should be placed over 
the wounds and a T bandage applied. The bleeding ceases 
in about half-an hour, or sooner when adequate pressure 
is maintained. These wounds, as a rule, heal in about 
forty-eight hours, especially if their margins are carefully 
approximated after all bleeding has ceased. 

Impaction of fceces may be met with at the time of the 
first action of the bowels, and may be caused in any of the 
following three ways. By failure in the complete emptying of 
the colon prior to the operation ; by solid food being taken 
before the bowels have been relieved ; by the administration 
of preparations of chalk to confine the bowels during the first 
ninety-six hours. When met with subsequently to the first 
action, it may be due to the fact that the bowels have not 
been fully relieved each day ; to narrowing of either the 
anal orifice or the anal canal, produced by a too free removal 
of tissues at the time of the operation ; and, lastly, to post- 
ponement of defaecation on the part of the patient through 
dread of the pain which might attend the passage of formed 
faeces. This last cause cannot come into operation if, as we 
have already urged, a thorough evacuation be secured daily 
by the injection of olive oil, by enemata of water, or by 
an aperient. The first indication of the presence of faecal 
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impaction is the escape of small quantities of liquid faeces from 
the anus, necessitating" frequent changing of the dressings. 
This condition is not one of true diarrhoea, although astrin- 
gent medicines and, occasionally, opiates are sometimes given 
to check it. The next symptom complained of, is a constant 
feeling of fulness and discomfort in the lower part of the 
rectum, with pain over the sacrum. Later on, there may be 
difficulty in micturition or even retention of urine. There is 
also much flatulent distention with the frequent passing of 
small quantities of flatus. When any of the above symptoms 
are present after an operation upon the rectum, a digital 
exploration should be carried out forthwith. It may then be 
found that an accumulation of firm faeces, sometimes moulded 
at its lower end into the shape of a cricket ball, is acting like 
a ball valve and blocking up the passage, so that only a small 
quantity of liquid faeces can, from time to time, pass down 
by its side. This faecal accumulation can be readily and safely 
removed by the index finger, under the influence, if possible, of 
an anaesthetic. Within two or three hours after the removal 
of the mass, all discomfort will have ceased. Constant care 
should be taken to prevent the recurrence of the impaction. 

Cystitis may supervene as a result of catheterization, or it 
may be caused either by retention of urine or by impaction of 
faeces. For its treatment, we recommend that the bladder be 
washed out every eight hours with Condy's fluid (thirty 
minims to one pint of warm boiled water). The washing 
out should be continued on each occasion until the solution 
returns unchanged in colour. Combined with the washing 
out of the bladder the following mixture should be given 
every six hours : — 

Tinct. Belladonnae . . . . . m. x. 

Sodii carbonatis ... ... gr. v. 

Pulv. Acaciae ... ... gr. xxv. 

i\.quae ... ... ... 5 i 



INTERNAL PILES. 301 

or urotropin (gr. v. — x.) every four hours. The patient should 
be allowed only milk and water in addition to his solid food. 

Delirium tremens is occasionally met with after an operation 
for internal piles. We have treated all the cases which have 
occurred in our practice with hydrate of chloral (gr. xx.) 
every hour until sleep was procured. Liquid food, consisting 
of milk, eggs, and beef tea, was given at hourly intervals 
between the doses of the medicine. One hundred and 
twenty grains is the largest quantity we have had to admin- 
ister before sleep was procured. 

Tetanus, — Of this, fortunately unusual, complication, we 
have been able to collect eleven cases, four of which occurred 
in the practice of St. Mark's Hospital during March and 
April, 1858, at a time when tetanus was prevalent at other 
London Hospitals.* Of the remaining seven cases, one 
occurred in the practice of the late Mr. P. Y. GowUand 
one in that of Mr. Goodsall ; and one each in those of five 
other surgeons. All these cases occurred in patients who had 
been operated upon for internal piles only, and all terminated 
fatally. 

Abscess. — This may be either of the sub-mucous or of the 
ischio-rectal variety. The abscess may result from wounding 
the muscular coat of the rectum by a too deep incision at the 
muco-cutaneous junction of the internal pile at the time of the 
operation, or it may follow impaction of faeces. Its presence 
should be suspected when there is a return of the pain ; 
or when there is difficulty in defaecation about the eighth or 
ninth day after the operation, that is to say, at the time when 
the sloughs are separating. For the treatment of this con- 
dition (see pages 78-79). 

Fistula, — When following an operation for internal piles, 
fistula is always preceded by the formation of an abscess, and 
is of the blind internal variety (see page 95). 

* See Curling, Observations on the Diseases of the Kectum, fourth edition, page 63. 
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Narrowing of the Anal Canal, — When this occurs, it usually 
shows itself by the twelfth day after the operation. 

Constriction of the lower part of the anal canal, following 
an operation for internal piles, sometimes takes place when 
more than two piles have been removed. When the operation 
has been limited, as it should be, to the removal of mucous 
membrane and sub-mucous tissue only, then any constriction 
which may occur can easily be overcome. After an operation 
for internal piles, the rectum should be examined on the 
twelfth day by gently passing the index finger to its full 
length into the rectum. If no constriction be met with at this 
examination, it is most improbable that there will be any 
when the part is soundly healed. If any be met with, the 
index finger should be passed to its full extent once in forty - 
eight hours for a fortnight, or less frequently when the 
passage shows no signs of recontraction after the first stretch- 
ing. On the other hand, should the recontraction be marked, 
a rectal tube (half to three-quarters of an inch in diameter) 
should be worn for one or two hours every other night, at 
bedtime, until the contraction has been overcome. 

Stricture of the anus sometimes results from a too free 
removal of the peri-anal skin. It begins to cause incon- 
venience about two or three weeks after the operation, though 
it may do so earlier. When met with, the anal margin, 
together with the external sphincter, should be incised in the 
E.P. quadrant. Constant care should be exercised to make 
the scar as wide as possible, so that at least from one quarter 
to half an inch may be let into the margin of the anal 
circumference. 

Ulceration of the lower part of the rectum, following an 
operation upon internal piles, may be caused by a neglected 
fpecal impaction, or by some infective process, not necessarily 
syphilitic. 

Fibrous stricture, involving the whole rectal wall, is always 
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preceded by ulceration, and may, therefore, be considered as 
a possible complication of operations upon internal piles. 

Pycemia. — This complication is seldom met with after an 
operation for internal piles. Curling* mentions one case in a 
man, aged 52, upon whom he had operated for piles and 
fistula. He was seized with pyaemia, and died from multiple 
abscesses in the lungs five months afterwards. 

Van Burent also mentions two cases. 

Mr. Goodsall has seen one case, a male 52, who was 
operated upon at St. Mark's Hospital in 1870 for piles, and 
developed pyaemia, dying twelve days afterwards. An abscess 
appeared in his left groin. No autopsy was allowed. 

Peritonitis. — We have never seen this complication follow- 
ing an operation for internal piles. BusheJ in his work 
mentions one such case, but this is the only one that we have 
been able to find recorded in the literature of the subject as 
occurring after an operation for internal piles. 

Our objections to the other methods for the operative 
treatment of internal piles are the following : 

(a) To the application of nitric acid. 

Nitric acid is extremely uncertain in its action, and it is 
very difl&cult, if not impossible, to limit the extent of destruc- 
tion of tissue following its use. We have known of a case in 
which the application was followed by such severe haemorrhage 
that the patient nearly bled to death, and a tube had to be 
inserted into the rectum in order to arrest the bleeding. 
In another, extensive suppuration in the peri-rectal connec- 
tive tissue resulted from two applications of this acid, within 
an interval of two or three days, and, when we saw this case, 
the whole of the lower four or five inches of the rectum had 
completely sloughed. 

* Observations on the Diseases of the Rectum, 4th ed. p. 63. 

+ Diseases of the Rectum, p. 56, New York, 1880. 

I Rectal Diseases, 1st ed., 18.37. 
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(b) To the transfixion by needles and subsequent ligature. 

There is much to be said in favour of this operation 
which, to our minds, comes next to Salmon^s. Our objections 
to it are, that more time is required for its performance ; 
that, as the needles may lacerate the pile tissue during the 
process of tying, there is some danger of haemorrhage ; and 
also that a portion of the pile, in consequence of the tearing 
action of the needle, may not be included in the ligature. 
Moreover, it is necessary to make an incision at the muco- 
cutaneous junction so as to prevent inclusion of the sensi- 
tive skin of the anus in the ligature, and the operation then 
becomes a slight and very tedious modidcation of that of 
Salmon. 

(c and e) To the operations by clamp and cautery {Henry 
Smithes operation), and by crushing [Pollock's operation). 

The objection to Henry Smith's operation is that the 
whole of the pile cannot be removed without including more 
or less healthy mucous membrane with it. The same 
objection applies to the crushing operation with Benham^s or 
AUingham's clamp. 

(d) To the operation by clamping and removing by a fine saw 

{Gowlland's operation). 

Although this operation is easily and speedily performed, 
a serious objection to it is that the removal of the clamped 
pile, by the saw, does not always arrest the bleeding from the 
stump. 

(f ) To the method of injection of carbolic acid or hazeline. 

This form of operation does not permanently cure the 
pile, is quite unsuitable for cases in which several piles are 
present, and may be followed by abscess and fistula. 

(h) Operation by removing the pile-bearing area and suturing 
the rectal mucous membrane to the skin {Whitehead's 
Operation), 
To this operation we think the chief objections are, the 
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severe loss of blood attending it, the length of time required 
for its execution, the tardiness in subsequent healing, and the 
risk of ultimate contraction of the lower part of the rectum. 

Strangulated Internal Piles. 

During the later part of the second stage of haemorrhoidal 
disease, the piles, when protruded for some length of time, 
may be so engorged from passive congestion that they ulti- 
mately become tightly constricted by the external sphincter. 
This constricting influence of the sphincter increases the con- 
gestion by at first impeding only the venous circulation, the 
arterial blood supply not being much interfered with. Later, 
the engorgement of the veins leads to their rupture, and blood 
is extravasated into the connective tissue of the pile. Later, 
still, the additional pressure thus produced is sufl&cient to 
arrest the arterial circulation also, when gangrene or slough- 
ing takes place. Such a condition of things constitutes what 
is known as an attack of piles, and is really the natural process 
of cure, which the surgeon only imitates by means of the 
ligature. When all the piles present in a given case are 
strangulated, and slough, the resulting cure, is most satis- 
factory, as no redundant skin, no constriction of the anus, 
no diminution in the calibre of the anal canal is left. In 
the majority of instances, only one or two of the larger piles 
with perhaps the more dependent parts of one or two others 
will be found to have sloughed completely. After the lapse 
of two or more years, in consequence of this incomplete 
sloughing, the parts of those piles that have escaped the 
process may develope and so cause further trouble. The 
sloughing process supervenes usually within forty-eight hours 
of the descent of the piles, and the healing process is generally 
completed within three weeks, that is, in about the time 
required by Salmon's operation. The complete subsidence of 
the oedema, in these cases, shows that the swelling is not due 
to varicose veins under the peri-anal skin. 
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We have never seen a fatal result follow this natural 

process of cure. 

Treatment. 

When such a case presents itself, we suggest the following 
plan of treatment. The strangulated internal piles should be 
carefully cleansed with a sublimate solution ^1 — 500), and 
should then be returned into the rectum under the influence 
of an anaesthetic. To eflFect the reduction, the patient should 
be placed in the right lateral and semi-prone position (see 
fig. 20). A piece of dry cotton wool having been placed over 
the piles, the thumb of the right hand should be slowly 
introduced into the rectum, the protrusion being at the same 
time pressed together by the thumb and index finger of the left 
hand. When all the piles, together with the oedematous folds 
of skin, have been thus pressed into the rectum, the right 
thumb should be carefully withdrawn, and the sides of the 
anus firmly pressed together by the left thumb and index 
finger to prevent re-protrusion, while the thumb is being with- 
drawn. The piece of cotton wool should now be twisted on 
its axis and, when converted into a cord, carefully with- 
drawn. A vulcanite tube (2J- inches long, and ^ — | inch 
in diameter), should then be introduced into the rectum and 
retained in situ by a pad of cotton wool wrung out of the 
sublimate solution and a T bandage. The tube should be 
left in for at least forty-eight hours, the pad of cotton wool 
being changed as often as may be necessary. The bowels 
should be confined for ninety-six hours and then be freely 
relieved by an aperient at least once in every twenty-four 
hours. A pad, wrung out with the sublimate solution, should 
be kept almost constantly applied to the anus. 

Gases that are Unsuitable for Operation. 

Age, — Patients above the age of seventy years, if in good 
health, may be successfully operated upon for piles; but 
if their general condition be not satisfactory, no operation 
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should be undertaken. The necessarily prolonged confinement 
in bed after the operation, and their impaired reparative 
power, due to age, render the time required for recovery a 
great tax upon the vitality of such patients. Much relief can 
be given by palliative treatment alone in these cases. 

Plethoric Conditions. — In those patients in whom there is 
a well-marked tendency to a plethoric habit of body, where 
frequent headache is complained of, though it completely 
disappears after a loss of blood from the haemorrhoids, the 
removal of the piles is inadvisable, as by their removal this 
safety-valve would be closed to the patient. We have known 
such subjects to die of cerebral symptoms, within two or three 
years after the operation. 

Locomotor Ataxy. — The subjects of this disease when suffer- 
ing also from internal piles, should not, in our opinion, be 
operated upon, because, in such cases the probable duration 
of life after the onset of internal piles is only a few months, 
or at the most a year or two. The chief inconvenience, 
in these cases, is due to the protrusion, and the conse- 
quent escape of rectal mucus, symptoms which can be 
relieved by pallative measures. Haemorrhage is never severe 
in ataxic patients nor is there any severe pain, so that some 
of the chief indications for operative interference are absent. 
The above remarks refer only to cases of haemorrhoids which 
have supervened as one of the results of the ataxic condition. 
When the piles have existed for some years prior to the onset 
of Tabes Dorsalis, the haemorrhage and the protrusion are 
often aggravated by it. In this class of cases, the question of 
operation must be decided on its merits. In one such case 
we performed the operation, and the patient's general con- 
dition was thereby improved. 

Paraplegia. — As a result of the obstinate constipation met 

with in paraplegic patients, internal piles are apt to supervene, 

combined with much oedema of the circum-anal folds of skin. 

We have never operated upon such a patient, but from our 

X 2 
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experience of this complication, we secure all possible relief 
by a full daily evacuation and strict cleanliness of the part. 

Hemiplegia. — We think that patients suffering from 
hemiplegia, or who have partially recovered from it, should 
not be operated upon for piles. Care should be taken that the 
bowels are relieved everyday. Unless this be done the pro- 
trusion and haemorrhage may be very troublesome, and so 
still further curtail outdoor exercise. 

Malignant Disease of the Rectum, — Internal piles com- 
plicated with malignant disease of the rectum or colon should 
not be operated upon. Malignant disease may be suspected to 
exist when the bowels become frequently relaxed, though the 
patient in the earlier part of his history had suffered from 
constipation. 

Abdominal Tumours. — When internal piles are present 
in patients suffering from abdominal tumours which are 
amenable to surgical treatment, no operation upon them 
should be entertained until, the graver disease has been 
removed ; when it will often be found that the internal piles 
give no further trouble. 

Pregnancy. — As we have already mentioned pregnancy is 
frequently one of the exciting causes of piles. We agree 
with AUingham* and others, that it is possible to successfully 
operate upon such cases, especially during the first four months 
of gestation. Nevertheless, we do not advise the operation 
because of the longer time required for convalescence, the 
difficulty of ensuring the contraction of the scars, and further, 
the probability that with the termination of the pregnancy 
all need for an operation may disappear. Another contra- 
indication for operating in these cases is that an abortion or a 
miscarriage may result therefrom. 

Constitutional Defects associated with Internal Piles. 
That the appearance of internal piles is generally associ- 
ated with an atonic condition of tissue, or want of natural 

* Diseases of the Kectuui, sixth edition, page 129. 
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tone, is supported by the observation that many patients 
suffering from haemorrhoids, are also the subjects of hernia, 
varicose veins of the extremities, and a relaxed condition of 
the soft palate and uvula. 

Internal Piles annplicated with other Diseases of the 

Anus and Rectum. 

Internal Piles Complicated by a Fissure. 
When these exist the fissure usually precedes the appearance 
of the internal piles. When operating upon such a case, the 
external sphincter should be divided either at the seat of the 
fissure or in the right posterior quadrant, and then the 
internal piles should be ligatured, care being taken not to 
remove any of the mucous membrane beyond the limit of 
the internal pile or piles. This is an important point and 
should receive attention before the operation as, after dividing 
the external sphincter, the mucous membrane is more readily 
drawn down than is possible before such division, and so 
may be included in the ligature as part of the internal pile. 
The question, therefore, as to the number and extent of the 
internal piles to be removed should be decided prior to, not 
after, the division of the sphincter. 

Internal Piles complicated by an Ulcer. 
When a patient suffering from piles complains of much 
pain, not only during the state of protrusion but lasting 
perhaps for many hours afterwards, the presence of an ulcer 
may be suspected and should be carefully looked for. The 
ulcer may be found either on the surface of one of the piles 
or at the side of it. When placed on one side, it may, unless 
carefully looked for, be completely hidden from view in the 
furrow between two adjacent piles and so escape detection 
and treatment. When operating upon piles complicated with 
ulcer, if the latter occur on the surface of the pile, both 
should be included in a single ligature and removed. In 
those instances in which the ulcer is found to be situated 
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between two piles, its base and lower margin should be 
divided by an incision carried also through the entire thick- 
ness of the external sphincter, and then the piles should be 
ligatured with the same precautions referred to in the 
previous paragraph. 

Internal Piles complicated by Fistula. 
This complication has already been discussed on page 159. 

Internal Piles complicated with diseases of the Pelvic Viscera. 
Displacement of the uterus and ovaries, sub-peritoneal 
fibro-myoma, and uterine subinvolution are sometimes met 
with in patients who seek relief from piles. The piles 
may have been successfully removed, but the patient still 
complains of many of her former symptoms, and regards 
the operation as only a partial success. We have seen several 
such cases, the patient complaining of inability to walk, of 
pain in the lumbar and sacral regions, and of a general 
feeling of lassitude, though at the same time acknowledging 
that the haemorrhage together with the protrusion has dis- 
appeared, while difficulty in defsecation, but not the attendant 
pain, has ceased. When such cases are met with, a thorough 
examination of the pelvic viscera should be made so that 
abnormal conditions of the neighbouring viscera, if found 
to exist, may be appropriately dealt with. 

The Mortality after the Operation. 

Mortality. — The mortality after the operation by ligature 
for internal piles, we estimate, is not more than '25 or "2 per 
cent., so that this method of treatment may be considered one 
of the safest in surgery. When the great benefits resulting 
from the removal of piles are borne in mind, there should be 
no hesitation in recommending healthy and otherwise suitable 
patients to submit to the operation. After it, the patient's 
general health is materially improved, his weight is increased, 
and the listlessness, mental depression, and want of energy, 
so commonly met with in the subjects of advanced hsBmor- 
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rhoidal disease, completely disappear. After the lapse of two 
or three years, the patient's vitality is greatly increased, 
provided that during such period he has led a healthy life. 

Causes of Death. 

Hcemorrhage. — Severe bleeding, after an operation for 
haBmorrhoids, was more commonly met with when the opera- 
tion by excision was in vogue than at the present time. With 
the ligature, haemorrhage, either primary or recurrent should 
not occur if it has been properly applied, and has not been 
dragged down after the pile has been secured. On no account 
should the ends of the ligature on one pile be made use of for 
dragging down other piles for inspection, more especially 
after a part of the strangulated pile has been cut off. The 
operation itself should not be considered to have been com- 
pleted until all the bleeding has been arrested. If these 
points are kept in mind and acted upon, haemorrhage, as a 
subsequent complication and as a cause of death, should not 
be met with. 

Tetanus, — This disease when it has followed the operation 
for piles, as we have mentioned above (see p. 301) has always, 
as far as we know, been fatal. 

Pycemia. — In the few recorded cases where this disease 
has followed haemorrhoidal operations, the result has been 
fatal. If strict attention be paid to the sterilization of all 
instruments, ligatures &c., used at the operation, if all other 
aseptic precautions be adopted throughout, and if the part 
be kept as clean as possible during the after treatment, no 
septic infection of the wound should take place. 
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Abdominal tumours complicating internal piles 308. 
Abscess : following fissure 249 and internal piles 301 ; etiology 56 ; 
lines of extension 55 ; treatment — after operation 90, 
operative yg, palliative 78 ; varieties— ischio-rectal 66 : 
labial 76 ; pelvi-rectal 72 ; subcutaneous — follicular 62, 
marginal 64 ; sub-gluteal 60 ; submucous 70. 

, ischio-rectal : operation 84 ; physical examination 69 ; 

symptoms 69. 

, labial : operation 89 ; physical examination 77 ; 

symptoms 77. 

, pelvi-rectal : operation 87 ; physical examination 75 ; 

symptoms 75. 

, sub-cutaneous : follicular — operation 83; physical 

examination 63 ; symptoms 63. 

, marginal — operation 84 ; physical 

examination 65 ; operation 84. 



sub-gluteal 60. 

, submucous: operation 86; physical examination 71 ; 

symptoms 71. 
Age, incidence of, in the etiology of abscess 57 ; fissure 217; 

fistula 99; piles 253, 270; sinus over the sacrum and 

coccyx 191. 
Age — limit for operation for internal piles 306. 
Alcock, canal of 27. 
Allingham on infantile fissure 217 
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Anal canal, constriction of, 302. 
line, transverse, defined 51. 

margin, points for observation 53. 

papillae, anatomy of, 25. 

region, authors' imaginary sub-division for descriptive 

purposes 51. 

Anatomy of arteries 26 ; blood-vessels 26 ; coats — muscular 21, 
serous 20 ; fascia, superficial 4 ; fossa, ischio-rectal 8 ; 
lymphatics 34 ; mucous membrane 22 ; muscle, levator 
ani 12 ; nerves 35 ; papillae 25 ; perineal space i ; plexus, 
haemorrhoidal — inferior 29, middle 31, superior 32 ; rectum 
— lower portion 18, middle 16, upper 15 ; skin, peri-anal, 
4 ; sphincters — external 5, internal 22 ; tissue, submucous 
22 ; triangle, rectal 2 ; veins 29. 

Arteries, haemorrhoidal, anatomy and surgical importance of, 
26 — 29. 

AUERBACH, plexus of 36. 

Bacillus coli communis in abscess 58. 

Bacterial infection in abscess 57. 

Ball on causation of fissure 2,12 214; on valves of Morgagni 24. 

Bartholin's glands in the causation of abscess 60. 

Blandin on division of the sphincters 241. 

Blood extravasation in the causation of abscess 56. 

Blood-vessels, anatomy of 26. 

Boracic fomentations in the treatment of fistula 136. 

BoYER on causation of fissure 216 ; operation for fissure 236, 240, 

242. 
Burrowing, lateral — external 123, internal 130. 
BusHE, unique case of peritonitis after operation for internal 

piles 303. 

Carcinoma complicating fistula 105, 132. 

Canal, anal, constriction after operation for internal piles 302. 

Carbolic acid injection for internal piles 304. 

Cases, authors', fistula with 43 external openings 114; two of 

fistulae in tuberculous subjects 163, 164 ; ten of sinus over 

the sacrum and coccyx 193- 207. 
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Cautery and saturated solution of nitrate of silver, their advan* 

tages compared, 179. 
Cleanliness importance of, 234. 
Colotomy, inguinal, indicated 183, 186. 

Complications after operation for fistula 156, fissure 247, piles 295. 
Constipation, as a diagnostic symptom 46, 271 ; as a causative 

factor 99, 216, 253, 260 ; treatment for, 234, 286. 
Constitutional condition as a predisposing cause of disease, 59, 99. 
CoPELAND on incision for fissure 241. 
Cowper's glands in the causation of abscess 60, 1 70. 

Curling on fistulae in the region of the sacro-coccygeal articula- 
tion 187, on incision for fissure 241, case of pyaemia after 
operation for internal piles 303. 

Cystitis following operation for fissure 249, for internal piles 300. 

Defaecation, difficulty in, as diagnostic symptom 47, 69, 71, 75, 

77, 254, 263. 
Delirium tremens after operation for internal piles 301. 
Demarquay on division of the sphincters 241. 
Diabetes in relation to fistula 131. 
Diagnosis, differential, of fissure 228. 

Diagnostic symptoms and signs : — 

general : constipation 46 ; diarrhoea 47 ; difficulty 
in defaecation 47 ; discharge 45 ; haemor- 
rhage 43 ; heredity 49 ; loss of weight 49 ; 
pain 39 ; protrusion from anal orifice 48. 
of abscess : pain 64, 69, 71, 75, 77; difficulty in 
defaecation 69, 71, 75, 77 ; difficulty in 
micturition 71, 75 ; discharge 75 ; discom- 
fort in sitting 69, 77 ; retention of urine 

69, 75, 77- 
of fissure : alteration in size of motion passed 223 ; 

haemorrhage 223 ; muscular spasm 221 ; 

pain 220. 

of fistula : discharge 107 ; haemorrhage 109 ; pain 

108 ; passage of flatus and faeces 109 ; 
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Diagnostic symptoms and signs : — 

of piles, external : difficulty in defaecation 254, 263 ; discom- 
fort in walking or sitting 261 ; itching 
261 ; pain 254. 

of piles, internal : discharge 280 ; haemorrhage 275 ; pain 

277 ; protrusion 278. 
of sinus over the sacrum and coccyx 191. 

Diarrhoea, diagnostic significance of, 47, 272 ; following operation 

for fissure 248 and for internal piles 296. 

Diet during treatment 287, after operation 155, 295. 

Digital examination, 4Q — 54. 

Discharge of pus 45, 107, 158, 225, 280. 

DuPLAY on digital dilatation of the sphincters 243. 

DliPUYTREN on incision for fissure 241. 

Etiology of 

abscess 56 ; fissure 213; fistula— ano-rectal go, perineal 
urethral 169, recto-urethral 174, recto-vaginal 184, recto- 
vesical 181; piles, external - dilated peri-anal veins 263, 
redundant folds ot anal skin 263, venous 253, piles, 
internal 270. 

Evacuation, free, in treatment of abscess 78. 
Examination, digital, generally 49 — 54. 
Examination, physical, for 

abscess: follicular 63 ; ischio-rectal 68 ; labial 77 ; marginal 

65 ; pelvi-rectal 75 ; submucous 71. 
fissure : 224. 
fistula : 109. 
piles : external, 255, 261, 264 ; internal, 282. 
Excreta, in fissure cases 223. 

Exercise, physical, to be avoided by fistula patients 133 
Extension of abscess along lines of least resistance 55. 
Faeces, escape of, in fistula cases 109 ; impaction of, after operation 

159, 249,299. 
Fascia, superficial, anatomy and surgical importance of 4. 
Fish-bone found in abscess and fistula cases ^6. 
Fissure : causing abscess 56, and fistula loi ; complicating fistula 
loi, 132, and internal piles 309 ; complications — 
morbid 230. after operation 247 ; definition 208 ; descrip- 
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tion 209 ; diagnosis 227, differential 228 ; diet after 
operation 247 ; etiology 213 ; infantile 217 ; method 
of operating 239. 242 ; physical examination 224 ; 
position 211 ; operation — by incision 236, by stretching 
the sphincters 241 ; symptoms 219 ; treatment — after 
245, 246, operative 235, palliative 234. 

Fissure, syphilitic, differential diagnosis, 228. 

Fistula, ano-rectal ; complicating internal piles 159 ; complica- 
tions, before operation 131, after 156 ; con- 
stitutional effects 132 ; duration of healing 
process 155 ; etiology 99 ; following operation 
tor internal piles 301 ; lateral burrowings — 
external 123, internal 130 ; main track 120 ; 
multiplicity 98 ; openings no; operation — 
by incision 134, 137, by other methods 135, 
in tuberculous cases 160 ; position 98 ; 
simulated by perineal urethral fistula 169 ; 
symptoms 106 ; treatment — after operation 
153, 166, operative 134, palHative 133 ; 
varieties — blind external 94, blind internal 
95, complete 93 ; horse-shoe, anterior 147, 
posterior 143, sub-cutaneous loi. submucous 
102, sub-muscular loi. 

, perineal urethral simulating ano-rectal ; characteristics 

166; etiology 169; differential diagnosis 170 ; 
treatment 172. 

, recto-urethral : characteristics 174 ; etiology 175 ; opera- 
tion 178 ; symptoms 176 ; treatment 177 ; 
after operation 178. 

, recto-vaginal : characteristics 183 ; etiology 184 ; opera- 
tion 185 ; symptoms 184 ; treatment 184, 
after operation 186. 

, recto- vesical : characteristics 180 ; etiology 181 ; opera- 
tion 182 ; symptoms 181 ; treatment 182 ; 
after operation 183. 

Fistulous track, characteristics and course 1 20 ; operation of dis- 
secting out 135. 
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Flatus, escape of, in fistula cases, 109. 

Foreign bodies in rectum 56, 73, g6. 

Fossa, ischio- rectal, anatomy and surgical importance of 8, 9. 

GowLLAND, case of pyaemia after operation for fissure 250, case of 
tetanus after operation for internal piles 301, clamping 
operation for internal piles 304 ; modification of Salmon's 
operation for internal piles 288, 292. 

Haemorrhage, diagnostic significance of, 43 ; following operation 
156, 295, fatal 311 ; with internal piles 274, 286 ; rare in 
fissure, 223, and fistula 109. 

Haemorrhoids, see ** Piles." 

Hartmann, see '* Quenu and Hartmann.'* 

Hazeline injection for internal piles 304. 

Heredity, influence of in the causation of disease 49, 99, 219, 273. 

Impaction of faeces after operation 159, 249, 299. 

Incision, the best operation for fistula 135 ; for fissure 236 ; for 
internal piles 288. 

Infantile fissure 217. 

Iron indicated 134. 

Instruments for operation by incision 137. 

Kelsey on causation of fissure 2 1 6. 

Kidneys not affected by fistula 133. 

KoPLiK on infantile fissure 217. 

Laceration of mucous membrane causing abscess 56. 

Levator ani muscle, anatomy and surgical importance of 12, 14. 

Ligatures in fistula operations 135. 

Locomotor ataxy, cases unsuitable for operation for internal piles 

307. 
Loss of weight, diagnostic significance of 49 ; non-occurrence in 

simple fistula cases, 133. 

Lymphatics, anatomy and surgical importance of 34, 35. 

Maisonneuve on stretching the sphincters 242. 

Malignant disease complicating abscess 73, and internal piles 308. 

Mapping out anal region, method recommended for 52. 

Margin, anal, points for observation 53. 

Mathews on infantile fissure 217. 

Meissnrr, plexus of 36. 
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Membrane, mucous, anatomy of 22 ; prolapse of 159. 

Mental depression in fistula cases 133. 

MoRGAGNi's columns 23, saccules 26, valves 23. 

Muscle, levator ani, anatomy and surgical importance of 12, 14. 

Nerves, anatomy and surgical importance of, 35, 36. 

Nitric acid, objections to its use in the treatment of internal piles 

287, 303. 
Nitrate of silver treatment 135, 173, 179, 235. 

, saturated solution compared with cautery 179. 

Occupation, incidence of, in etiology of abscess 57, piles 254, 270. 
CEdematous folds of skin after operation for internal piles 298. 
Olive-oil as a lubricant 91, 134. 
Openings in fistulae no. 

Operation for abscess : ischio-rectal 84, labial 89, pelvi-rectal 87, 

sub-cutaneous 83, submucous 86, 

fissure : by incision 236, by stretching the 

sphincters 247. 

fistula : ano-rectal 134, 160 ; anterior 146, 

posterior 142, to transverse anal line ; 
blind external 149, blind internal 150 ; 
complete 139, horse-shoe, anterior 147, 
posterior 142 ; perineal urethral 172, 
recto-urethral 178, recto-vaginal 185, 
recto- vesical 182 ; by dissecting out the 
track 135, by elastic ligature 135, by 
incision 137, by injection of nitrate of 
silver 135. 

piles, external, 259, 261, 265 ; internal, by incision 

288, by other methods 303. 

sinus over the sacrum and coccyx 192. 

Pain, diagnostic significance of, 39, 64, 71, 75, 77, 108, 220, 254, 
277, 287. 

Papillae, anal, anatomy of, 25. 

Paraplegic patients unsuitable for operation for internal piles 307. 

Patient^s position for physical examination, females 51, males 49. 

Pecten-zone, so named by Stroud, 25. 

Pelvic viscera, disease of, a factor in the causation of internal 
piles 274 ; differential diagnosis of, 230 
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Perineal space, anatomy of, i. 

Peritonitis, very rare after operation for external piles 303. 

Phthisis in relation to fistula 131. 

Piles, definition of term, 25. 

Piles, external : differentiation 252 ; etiology 263 ; operation 265 ; 

physical examination 264 ; symptoms 263 ; treat- 
ment 265 ; see also ^^ skin ^ peri-anal ^^' redundant 

folds of, 259. 

, internal : causing abscess 56, and fistula 104 ; combinations 

269 ; complicating fissure 231 ; complications 
295, 309 ; development 269 ; descent after opera- 
tion for fissure 249 ; etiology 270 ; physical 
examination 282 ; position in reference to rectal 
wall 269 ; prolapse after operation 159 ; structure 
268 ; symptoms 274 ; treatment — after 293. 
operative 287, palliative 285 ; operation — choice 
of 288, methods objected to 303, mortality 

following 310. 
, internal strangulated : causation 305 ; constitutional defects 

associated with 308 ; operation, when 

contra-indicated 306; treatment 306. 
, sentinel^ 215. 

, thrombotic or venous : causation 253 ; etiology 253 ; 

natural termination 257 ; opera- 
tion 259 ; physical examination 
'^bb \ treatment 257. 
Plethoric subjects unsuitable for operation for internal piles 307. 
Plexus, of Auerback 36 ; haemorroidal 29 —34 ; of Meissner 36. 
Polypoid growths complicating fissure 231, 232, and fistula 

104, 132. 
Position of disease, method adopted bv authors for indicating 53. 
Position of patient for examination, males 49, females 51. 
Pregnancy, a factor in the causation of internal piles 274, not of 

fistula 99 ; a contra-indication for operation for internal 

piles 308. 
Prescriptions, in after treatment of fistula 153 — 5 ; in palliative 

treatment of cystitis 300, of fissure 235, of external piles 

257, 262, 265, of internal piles 286, 306. 
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Prostate, suppuration of, causing abscess 60. 

Protrusion from anal orifice, diagnostic significance of 48, 278. 

Pus discharge 107, 158. 

Pyaemia, after operation, 250, 303. 

Ou^NU AND Hartmann ou bacterial infection in abscess 58 ; 

causation of fissure 216 ; infantile fissure 217 ; piles 

complicating fissure 231 ; recto-urethral fistula 175, 177 ; 

stretching the sphincters 242, 244. 
Quinine indicated 135. 
Recamier on operation for fissure 236 ; stretching the sphincters 

241. 
Rectocele, occurrence of, 264. 
Rectum, anatomy of upper, middle and lower portions 15 — 18, of 

coats 20 ; digital examination of 54. 
RiCHET on the superior pelvi-rectal space 72. 
Rules, general, for operation by incision 137. 
Salmon's hack cut 102 ; operation for internal piles as modified 

by the late Mr. Gowlland and by Mr. Goodsall 282, 292. 
Sappey on anatomy of muscular coat 21, and internal sphincter 

22. 
Segond on prostatic abscess 175. 
Sentinel pi]Q, the, 215. 
Sex, incidence of, in the etiology of abscess 57 ; fissure 218 ; 

fistula 99 ; internal piles 271 ; sinus over the sacrum and 

coccyx 191. 
Silver, nitrate of, in fistula 135, 173, 179 ; advantages of saturated 

solution compared with cautery 179. 
Sinus over the sacrum and coccyx : bibliography 187 ; cases 193 ; 

characteristics 188 : etiology 190 ; operation 192 ; 

symptoms 191. 
Sitz-bath treatment 90, 133. 
Skin, peri-anal ; anatomy and surgical importance of 3, 4 ; points 

for observation 53 ; condition in fissure cases 224 ; redun- 
dant folds of 259. 
Smith's (Henry) operation for internal piles 304. 
Solly on fistula dependent on carious sacrum 187, 190. 
Spasm, muscular, symptoms in fissure 221. 
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Sphincter, external, apatomy and surgical importance of 5, 6 ; 
points for observation 53. 

, internal, anatomy and surgical importance of 22. 

Sphincters, condition of, in fissure 225, in internal piles 284 ; 
operation by stretching 241. 

Staphylococci in abscess 58. 

Stimulants contra-indicated in treatment of fistula 133. 

Streptococci in abscess 58-. 

Stricture : a causative factor in abscess 56, in fistula 105 ; com- 
plicating fistula 132 ; after operation for internal piles 
302, 303- 

Stroud on anal papillae 25 ; on pecten zone 25, 36. 

Strychnine indicated 134. 

Syphilitic fissure, differential diagnosis of, 228. 

Tetanus after operation for internal piles 301, 311. 

Thompson (Sir Henry) on stricture of the urethra 177. 

Tissue, submucous, anatomy of 22. 

Tonics indicated 134. 

Track, fistulous, characteristics and course 120 ; operation of 

dissecting out 135. 
Transfixion by needles, objections to 304. 
Traumatic infection 58, 100, 190. 
Treatment, operative, see " operation " 

, palliative for abscess 78, fissure 234, fistula 133, 

internal piles 285. 

, after operation for abscess*90 ; fissure 245, fistula 153, 

178, 183, 186 ; piles 262, 293. 
Treitz on anatomy of mucous membrane 23. 
Triangle, rectal, anatomy of 2. 
T-shaped incision 80. 
Tubercle bacillus in abscess 58. 

Tuberculosis, pulmonary, complicating fistula 108, 160 ; cases 163. 
Ulcer causing abscess 56 and fistula 104 ; complicating internal 

piles 309. 
Ulceration complicating fistula 132 ; following operation for 

fissure 250, and for internal piles 302. 
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Urethra, fistulae in connection with, 167, 174 ; suppuration of,, 
causing abscess 60. 

Urine, retention of, after operation 157, 297. 

Van Buren, case of pyaemia after operation for internal piles 303 ; 
on stretching the sphincters 242. 

Veins, peri-anal, anatomy ot 29. 

Walsham (Hugh) on phthisis and fistula 131. 

Weight of patient : diagnostic significance of loss of, 49 ; main- 
tained in simple fistula 132. 

Whitehead's operation, objections to 304. 

Women, abscess in 57, 68, 77, fistula in 105 ; peculiarities of 
lateral burrowing in 127 ; position for physical examination 
51 ; pregnant 99, 274, 308. 
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